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Original Articles 


PRESIDENT’S ADDRESS, GREAT LAKES SOCIETY 
OF ORTHODONTISTS 


Ricuarp C. Beartry, D.D.S., CLEVELAND, OHIO 


HIS is the thirtieth meeting since the founding of the Great Lakes Society 

of Orthodontists. Our Society, which has grown from a handful of men 
to a membership of over 250, is now larger than the American Association of 
Orthodontists was only a couple of decades ago. 

Our Cleveland members welcome you and your wives, and we want your 
stay here to be both enjoyable and profitable. I believe that we have a good 
program and a good array of table clinics. We believe that our entertainment 
is good. Please participate. 

It has been an honor, a pleasure, and a privilege to serve as your president 
during the past year. How well I have sueceeded I will leave to you. Let 
me express my appreciation of the efficient work done by the officers and 
committees during this past year to bring this meeting to a successful climax. 

According to the reports of our secretary and treasurer, which you will 
hear, our Society is growing and is in a very healthy state. Over the past 
several years we have added nearly twenty new members per year. 

This year certain suggestions and hopes of past administrations have 
become realities. We now have a Budget Committee, composed of the presi- 
dent-elect, the treasurer, and the secretary of the Society. This year our 
treasurer, Carl Ericsson, is keeping an accurate record of all income and 
expenditures in their separate categories so that the Budget Committee may 
know each source of income and where each dollar is spent. Dr..Ericsson 
is to be congratulated on the way he has kept our financial records. 

Our Preceptor Committee is now functioning with Milton Culbert as 
chairman. This is a very difficult job, and Dr. Culbert is doing it well. We 
will have his report a little later. 


Presented before the Great Lakes Society of Orthodontists, Carter Hotel, Cleveland, Ohio, 
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Along that same line, it is my hope that the chairman of our Committe: 
on Education will hold a meeting during our convention and give a report a 
our next business meeting dealing with educational needs in the geographica! 
area of our Society. I also would like this committee to consider the possi- 
bility of enlarging its membership to include a member of the staff of every 
graduate school in the geographical limits of our Society. This committee 
should meet during the Great Lakes annual meeting and submit a report on 
the educational requirements and how they are being met. 


Our Insurance Committee has decided that the insurance protection 
provided by a program worked out by our parent organization, the American 
Association of Orthodontists, is the best program for our Society and that our 
members should support this program. 


So much for what we have accomplished this past year. 


Now for some of the things that, in may opinion, we should work toward 
in the coming year or years, as the case might be. 


We have been very fortunate in the past and have had excellent officers, 
especially secretaries. This office requires a great deal of time and the keeping 
of many records. It seems to me that the Society is old enough now and that 
records have been accumulating for enough years that we should have a 
historian to keep all important documents, having photostats made of every- 
thing that may be of value and that may become cumbersome to keep. 


It seems fitting to me that our Society should have an annual award. 
We have many outstanding, accomplished, and hard-working members in our 
Society, and in recognition of these things an annual award should be given. 
This should be determined by a committee of three, and the award should con- 
sist of a framed document explaining its purpose. 


Eleven states and the province of Ontario now have specialty laws. Some 
of these states are included in our Great Lakes Society. The members in the 
states that do not have specialty laws should work toward the creation of 
such laws in their respective states. One of the deterrents to the passage of 
a specialty law is a lack of better understanding of such a law and what it 
would do for dentistry as a whole and for the protection of the public. A 
specialty law does not interfere in any way with the general practice of den- 


tistry or with its progress. It is my hope that these recommendations will 
soon become realities. 


In closing, may I pay tribute to my wife, who has been a constant help 
and critic; to my predecessors; and to the Executive Committee. May you 
all make new friendships, renew old ones, and return home with renewed 
enthusiasm for the advancement of orthodontics. 


1140 Hanna Bupe. 


THE BULL TECHNIQUE 


WituiaMm R. Jour, D.D.S., Newark, N. J. 


HE Bull technique was evolved for extraction cases only. It was designed 

for the permanent dentition and not for early treatment, and it may be 
used in those patients whose second molars have fully erupted. The rule of the 
second molar is strictly adhered to for Class II and bimaxillary cases, although 
certain Class I cases may be started with first molars plus second premolars as 
resistance units (anchorage). 

The philosophy is to aecept things as they are. We (the Bull Group) 
accept arch width; we do not increase it. We do not increase arch length. 
We do not change arch form. We do make every effort to adjust to a satis- 
factory overbite without increasing interdental height. We do not expect a 
bite opened by opening the mouth to remain stable unless we are favored by 
ramus growth. 

We feel that the least disturbed tooth affords the best resistance potential. 
We assume that fixed anchorage within the oral cavity does not exist. We 
believe that when reciprocal forces are used, reciprocal movement takes place. 
When we use a group of teeth as resistance units, we either expect these units 
to move and use this to our advantage, or we restrict their movement to our need. 
Our treatment relies on tooth movement, not on growth, although we appreciate 
this bonus when it is forthcoming. 

The technique is called the ‘‘Bull technique’’ because Dr. Harry L. Bull 
laid down its first principles and designed the step-by-step procedure. 

We have tried to simplify appliance construction. Our appliances, except 
for the terminal ends, are fabricated in one plane. No arch wire bends, difficult 
to duplicate in subsequent arches, are used. If it is necessary to tip a tooth in 
order to upright it, the bracket is rotated so that the wire may remain in one 
plane. This means that the bracket is so placed that the slot parallels the oc- 
clusal surface or the incisal edge, rather than the occlusal border of the band. 

Banding is given most considerate attention. Bands are made to fit well 
and to provide the most protection to the teeth. Bracket position is marked 
and the bracket is soldered after the band has been fitted. Tubes and molar 
brackets are offset to counteract rotating tendencies. In case of severely rotated 
teeth, the brackets may not be ideally located at first and will have to be 
altered as the degree of rotation is decreased. When wide brackets are used, 


_— Presented before the Great Lakes Society of Orthodontists, Cleveland, Ohio, Nov. 30, 
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rotating eyelets and other auxiliaries are not necessary. Brackets and molar 
tubes are so placed that a wire formed in one plane will bring all teeth of th: 
arch into desired occlusion. We use the triple-width Siamese brackets on 
molars, premolars, cuspids, and maxillary central incisors. On maxillary 
lateral incisors and mandibular incisors either the double-width molar brackets 
or the small Siamese twin brackets are used. 

We use 0.021 by 0.025 inch stainless steel wire throughout treatment, 
except for round wires used for leveling so as to facilitate bracket engagement 
and to rotate teeth. 

The motivating force used for tooth movement is contributed by the Bull 
loop. This loop is very versatile and is used in any location where space closure 
is desired. The height of the loop is determined by the mucobuceal fold; 
usually 8 mm. for the maxillary arch and 6.5 mm. for the mandibular arch is 
average. 

We prefer to segregate the treatment technique into three categories—Class 
I, Class II, and bimaxillary protrusion—and then adapt the treatment of the 
individual malocclusion from these three basie techniques or make modifications 
as indicated. 


Class I Technique.—This is used when (1) the buccal segments are in Class 
I relationship and (2) some, but not all, of the extraction space is needed for 
retraction and alignment of the incisors. The Class I technique is divided into 
two stages: 


First Stage: 


1. All first premolars are extracted. 

2. All teeth except the maxillary and mandibular four incisors are 
banded with (a) Russell lock-tubes on the terminal molar bands and 
(b) Siamese brackets on the remaining bands. 

3. A maxillary bite plate is used for bite opening or to prevent 
occlusal interference during cuspid retraction. 

4. Bull sectional arch wires art placed in each segment, maxillary 
and mandibular. 

(a) A Bull loop is placed 1.5 mm. distal to the cuspid bracket. 
(b) The sectional arch wire must be passive before activation. 
The cuspid must be kept in the trough of cancellous bone during 
retraction. 

5. The arch wires are activated 1 mm. at three-week intervals. 
This is continued until sufficient space is created for retraction and 
alignment of incisors. 

6. Roentgenograms are made to check paralleling of roots. 


Second Stage: 


1. All incisors are banded and the bite plate is discarded. 

2. All teeth are aligned and rotated, where necessary, starting 
with light round full arch wires (0.016 inch, for example) and con- 
tinuing up to 0.022 inch. 
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3. 0.021 by 0.025 inch full arch wires, maxillary and mandibular, 
are placed. 

(a) Bull loops are placed just distal to the cuspid bracket. 
(b) Cuspid bands are removed. 

(ec) Arch wires must not touch cuspids at any time. 

(d) Arch form and width of buceal segments are maintained, 
with no expansion or contraction. 

4. Arch wires are activated 1 mm. at three-week intervals. This 
is continued until incisors and cuspids form a single segment of six 
anterior teeth in correct alignment. 

5. Cuspid bands are recemented. 

6. Round arch wires are placed, if necessary, to gain bracket en- 
gagement of cuspids and all other teeth. Bracket positions are checked 
and bracket corrections are made as indicated. If teeth are tipped 
mesially or distally, the band is removed and the bracket is rotated in 
such a manner that a flat wire will cause the proper uprighting. If 
teeth are greatly tipped, an activated Bull loop incorporated between 
tipped teeth will prevent space opening. 

7. All teeth must be upright at this point. If not, an 0.021 by 
0.025 inch arch wire, without Bull loops, is placed. 

8. 0.021 by 0.025 ineh full arch wires, maxillary and mandibular, 
are placed. 

(a) Bull loops are placed just distal to cuspid brackets. 


(b) Arch form and width of buccal segments are maintained, 
with no expansion or contraction. 
9. Arch wires are activated 1 mm. at three-week intervals. This is 
continued until the remainder of the extraction space is closed. 
10. Roentgenograms are made to cheek all paralleling of roots. 


Class II Technique-—This is used when (1) the buceal segments are in 
Class II relationship or somewhat between Class II and Class I and (2) the 
upper incisors are in Division 1 or Division 2 relationship. This technique is 
divided into four stages: 


First Stage: 


1. Mandibular first premolars are extracted. No extraction is done 
in the maxillary denture. 

2. A maxillary bite plate, to be worn twenty-four hours a day, 
is placed to prevent occlusal interference and to encourage leveling of 
the curve of Spee. 

3. All mandibular teeth except four incisors are banded with 
(a) Russell lock tubes on terminal molar bands and (b) Siamese twin 
brackets on remaining bands. 

4. A Bull sectional arch wire is placed in each mandibular segment. 

(a) A Bull loop is placed 1.5 mm. distal to euspid bracket. 
(b) The sectional arch wire must be passive before activation. 
The cuspid must be kept in cancellous bone during retraction. 
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5. The arch wire is activated 1 mm. at three-week intervals. This 
is continued until sufficient space is created for retraction and align- 
ment of incisors. 
6. Roentgenograms are made to check paralleling of roots. 


Second Stage: 


1. The mandibular incisors are banded. 

2. The maxillary bite plate is continued (no extractions in max- 
illary denture at this stage). 

3. All mandibular incisors are aligned and rotated, where nec- 
essary, starting with light round full arch wires (0.016 inch, for ex- 
ample) and continuing up to 0.022 inch. 

4. An 0.021 by 0.025 ineh full arch wire is placed in the man- 
dibular denture. 

(a) Bull loops are placed just distal to cuspid bracket. 

(b) The arch wire must not touch cuspids at any time. 

(c) Arch form and width of buceal segments are maintained, 
with no expansion or contraction. The arch wire is fabricated 
with cuspid bands in place for more accurate orientation of 
Bull loop position. 

5. Cuspid bands are removed. 

6. The arch wire is activated 1 mm. at three-week intervals. This 
is continued until incisors and cuspids form a single segment of six 
anterior teeth in correct alignment. 

7. Cuspid bands are recemented. Bracket positions are checked, 
and bracket corrections are made as indicated. 

8. Round arch wires are placed, if necessary, to get bracket en- 
gagement of cuspid and all other teeth. 

9. All teeth must be upright at this point. If not, an 0.021 by 
0.025 inch arch wire, without Bull loops is placed. Areh form and 
width of buccal segments are maintained, with no expansion or con- 
traction. 

10. The arch wire is cinched back lightly at three-week intervals. 

11. At least one-half of the extraction space should remain at this 
point. The mandibular buccal segments often will have moved forward 
slightly toward Class I relationship. 

12. Roentgenograms are made to check paralleling of roots. 

13. This second stage is completed when (a) mandibular incisors 
and cuspids form a single segment of six anterior teeth that are in 
good alignment and upright, (b) premolars and molars are upright, 
(c) about one-half of the extraction space remains, and (d) x-ray pic- 
tures indicate that roots are parallel. 


Third Stage: 


1. The maxillary first premolars are extracted. 
2. All the maxillary teeth except the four incisors are banded. 
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3. An 0.021 by 0.25 inch full arch wire is placed in the mandibular 

denture. 
(a) Bull loops are placed just distal to cuspid brackets. 
(b) Arch form and width of buccal segments are maintained, 
with no expansion or contraction. 

. Bull loop sectional is placed in each maxillary segment. 

(a) A Bull loop is placed just distal to the cuspid bracket. 
(b) A Russell lock hook is placed on sectional arch wire just 
distal to Bull loop with hook ocelusally. 
(ec) The sectional arch wire must be passive before activation. 
The cuspid must be kept in trough of cancellous bone during 
retraction. 

5. The maxillary bite plate is ground so that there is no inter- 
ference with cuspid retraction. 

6. Class II elasties, strong enough to open a Bull loop of maxillary 
sectional arch wire 1 mm., are placed. 

7. The maxillary sectional arch wire is activated 1 mm. at three- 
week intervals. This is continued until upper cuspids are retracted 
and contact second premolars. The mandibular full arch wire is 
activated 1 mm. 

8. Roentgenograms are made to check paralleling of roots. 


Fourth Stage: 


1. The maxillary bite plate is discarded and the maxillary four 
incisors are banded. 

2. All teeth are aligned and rotated, where necessary, starting 
with light round full arch wires (0.016 inch, for example) and con- 
tinuing up to 0.022 inch. 

3. An 0.021 by 0.025 inch full areh wire is placed in the maxillary 
denture. 

(a) A Bull loop is formed 2.5 mm. distal to the lateral bracket. 
(b) Labial crown torque is incorporated in incisal segments to 
gain passive bracket engagement or to actually exert lingual 
root torque on incisors, if necessary, to prevent improper axial 
inclination. 

(ec) Areh form and width of buccal segments are maintained, 
with no expansion or contraction. 

(d) A Russell lock hook is placed immediately distal to the 
Bull loop with hook occlusally. 

4. An 0.021 by 0.025 inch full arch wire is placed in the mandibu- 

lar denture. 
(a) Bull loops are placed just distal to cuspid brackets, if ex- 
traction spaces are not closed. 
(b) No Bull loops are placed if extraction spaces are closed. 
(c) Areh form and width of buccal segments are maintained, 
with no expansion or contraction. 
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5. The arch wire is activated at three-week intervals. This is con- 
tinued until upper incisors are retracted and all spaces are closed. 
(a) Maxillary areh wire is activated 1 mm. 
(b) If the Russell lock hook on the maxillary arch wire prevents 
complete space closure, it should be placed just distal to the 
cuspid bracket. 
(ec) If mandibular extraction spaces are still open, the mandibu- 
lar arch wire should be activated 1 mm. 
(d) If mandibular extraction spaces are closed, the arch wire is 
locked back snugly. 
(e) Class II elastics are resumed. 
6. The incisal segment is reshaped and detorqued as necessary dur- 
ing retraction and uprighting of incisors. 
7. The fourth stage of Class II treatment is complete when (a) 
maxillary incisors are retracted and upright, (b) buecal segments are 
in Class I relationship, (c) all spaces in both arches are closed, and 
(d) roentgenograms indicate that roots are parallel. 


Bimaaxillary Protrusion Technique.—This is used when (1) the buceal seg- 
ments are in Class I relationship and (2) all of the extraction space is needed 
for retraction and alignment of the incisors. 


First Stage: 


1. The maxillary teeth are banded. 
2. An 0.022 by 0.028 inch annealed stainless steel arch wire is 
placed in the maxillary denture. 
(a) Seat into all brackets with torquing iron. 
(b) This step is repeated until the arch wire fits all brackets 
passively (three or four times is usually sufficient). 
(ec) The arch wire is ligated securely and locked back snugly. 
3. A maxillary bite plate is used for bite opening or to prevent oc- 
clusal interference during cuspid retraction. Bite plates are worn 
twenty-four hours a day. 
4. Mandibular first premolars are extracted. 
5. All mandibular teeth except the four incisors are banded. 
(a) Russell lock hook tubes on second molars. 
(b) Siamese twin brackets on remaining bands. 
6. A Bull loop sectional arch wire is placed in the mandibular 
denture. 
(a) The Bull loop is placed immediately distal to cuspid 
bracket. 
(b) A Russell lock hook is placed just distal to the Bull loop 
with hook occlusally. 
7. Mandibular sectional arch wire is activated 1 mm. at three- 
week intervals. Class III elastics strong enough to open Bull loop of 
mandibular sectional arch wire 1 mm. are placed. This is continued 


BULL TECHNIQUE 
until mandibular cuspids are retracted and contact second premolars. 
The sectional arch wire must be passive before activation. The cuspid 
must be kept in cancellous bone during retraction. 
8. Roentgenograms are made to check paralleling of roots. 


Second Stage: 


1. Mandibular incisors are banded. 

2. All mandibular teeth are aligned and rotated, where necessary, 
starting with light round full arch wire (0.016 inch, for example) and 
continuing up to 0.022 inch. These arch wires are snugged back lightly. 

3. An 0.021 by 0.025 inch full arch wire is placed in the mandibu- 
lar denture. 

(a) A Bull loop is formed 2.5 mm. distal to the lateral bracket. 
(b) Labial crown torque is incorporated in the incisal segment 
to gain passive bracket engagement or to actually exert lingual 
root torque on incisors, if necessary. 

(ce) Areh form and width of buccal segments are maintained, 
with no expansion or contraction. 

(d) A Russell lock hook is placed with the hook oecelusally im- 
mediately distal to Bull loops. 

4. The mandibular arch wire is activated 1 mm. at three-week in- 
tervals. Class III elastics are resumed. If the Russell lock hook pre- 
vents complete space closure, it is placed just distal to the cuspid 
bracket. Activation and elastic application are continued until man- 
dibular incisors are retracted and aligned and all spaces are closed. 


Third Stage: 


1. The maxillary arch wire and the four incisor bands are removed. 
2. Maxillary first premolars are extracted. 
3. An 0.021 by 0.025 inch full arch wire is placed in the mandibu- 
lar denture. 
(a) No Bull loops. 
(b) Areh form and width of bueceal segments are maintained 
with no expansion or contraction. 
(ec) The arch wire is locked back snugly. 
. A Bull loop sectional is placed in the maxillary denture. 
(a) A Bull loop is placed just distal to cuspid brackets. 
(b) A Russell lock hook is placed just distal to the Bull loop. 
(ec) The sectional arch wire must be passive before activation. 
The cuspid must be kept in trough of cancellous bone during re- 
traction. 
5. The maxillary bite plate is ground so that there is no interfer- 
ence with cuspid retraction. 


6. Class II elastics strong enough to open Bull loop of upper sec- 
tional arch wire 1 mm. are placed. 
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7. The maxillary sectional arch wire is activated 1 mm. at three- 
week intervals. This is continued until upper cuspids are retracted 
and contact second premolars. Mandibular arch wire is kept snugged 
back strongly. 


Fourth Stage: 


1. The bite plate is discarded and the maxillary incisor bands are 
recemented. 


2. All maxillary teeth are aligned and rotated, where necessary, 
starting with light round full arch wires (0.016 inch, for example) 
and continuing up to 0.022 inch. These arch wires are snugged back 
lightly. 

3. An 0.021 by 0.025 inch full arch wire is placed in the maxillary 
denture. 


(a) A Bull loop is formed 2.5 mm. distal to the lateral bracket. 
(b) Labial crown torque is incorporated in the incisal segment 
to gain passive bracket engagement or to actually exert lingual 
root torque on incisors, if necessary, to prevent improper axial 
inclination. 
(ec) Arch form and width of buccal segments are maintained, 
with no expansion or contraction. 
(d) A Russell lock hook is placed with the hook occlusally im- 
mediately distal to Bull loops. 
4. The 0.021 by 0.025 inch plain arch wire in mandibular denture 
is continued and maintained snugly. 
5. The maxillary arch wire is activated 1 mm. at three-week inter- 
vals. Class II elastics are resumed. This is continued until upper in- 
cisors are retracted and spaces are closed. 


6. The incisal segment is reshaped and detorqued as necessary 
during retraction and uprighting of incisors. 
Adherence to this technique has given the Bull Group a working approach 
to the most prevailing problems that confront us. 


549 HicuH Sr. 


TREATMENT PLANNING 


C. Epwarp Martinek, D.D.S.,* Detroit, Micu. 


HE following quotation from Hughes' may serve to describe my attitude as 
I approach the problem of treatment planning: 

This morning, then, I want to think aloud about biologic concepts and principles and 
the practice of orthodontics. As an aside, I want to remark that I do not practice ortho- 
dontics and do not have the experience which is so necessary to give meaning to the ideas 
I wish to present. Let me emphasize that practice often serves to point out the difference 
between what we know and what we think we know. Certainly every orthodontist should 
be able to treat malocclusion successfully; presumably he also should know in considerable 
detail the attendant circumstances of each case so that the treatment is preceded by an 
understanding of why as well as how it should be done. In other words, treatment should 
proceed from the brain of the orthodontist rather than from his fingers and succeed be- 
eause of what he knows rather than in spite of what he believes. 


If the foregoing quotation describes my attitude concerning treatment 
planning, it may appear that there is some disregard on my part because I 
seem to do a considerable amount of treatment on the basis of what is thought 
to be true. The apparent inconsistency may not be as great as it seems. It 
eould be that much of what is viewed as concept may, in truth, be fact. 

As an orthodontist grows in clinical stature he usually develops concepts, 
and as he compounds them he becomes disposed toward individualistic 
disciplines. Perhaps he can sort out and prove the many tiny parts that make 
up his intuitive clinical acumen. It might be that through his experiences he 
is more realistic than he thinks, that he, too, is making treatment plans based 
more upon what he knows than upon what he believes. 

At least, I hope that is so as I proceed according to instructions from your 
program committee to discuss treatment planning exactly as it is done in my 
office. While I have the feeling that much of what I shall say is elementary, 
and perhaps debatable, I am mindful of the fact that treatment planning is a 
subject of major interest in orthodontics. In this sense, each of us may have 
some helpful thoughts on the problem. 

Orthodontic treatment as I think of it, involves observation, interception, 
palliation, or terminal treatment. According to that concept, treatment plan- 
ning begins with the original appointment. 

In past years I required full records for the original appointment but, as 
you will see, there has been a change in policy. This came about because of 
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my belief that full records usually were not essential for the original examina- 
tion. Making those records of many prospective patients took time that was 
badly needed for proper care of other patients already under treatment. More- 
over, too many persons who came for original examinations were not sincerely 
motivated, being either on excursion jaunts or just plain shopping. Storage 
facilities for casts and other records became severely strained. Insistence on 
full records for the original examination was practically abandoned when I be- 
came reasonably convinced that this was no hazard to the welfare of the patient 
and that service to others would be improved because of the additional time 
available. 

As a substitute for casts and other records I developed an examination chart. 
This form, for the original examination, provides space for pertinent informa- 
tion as to whether an anomaly exists, its classification, and such other facts as 
eruption sequence, tooth numbers, a preliminary opinion of the teeth-to-basal- 
bone ratio, habits, hygiene, caries, and other significant data. The chart also 
provides a place for my recommendations and a statement of whether we 
promised to arrange an appointment program. With a few exceptions, no other 
records are made at the original examination. 

If observation is needed, we may be concerned about the number or 
position of teeth and may make necessary study records. Interception or 
palliation may or may not involve full records, such as casts, periapical or 
cephalometric radiograms, and photographs. In the event that terminal treat- 
ment is advised, we do not usually make those records until the first appoint- 
ment for such treatment. 

Interceptive or palliative treatment in my practice is quite like that in 
other practices except, possibly, for a greater use of modified Hawley appliances. 
Headgears are employed where I feel that they are indicated, as are habit- 
reminder appliances and prophylactic arch wires in serial extraction cases. 

While interceptive or palliative treatment achievements have been quite 
rewarding in my practice, the efforts are not without some objections. I have 
noted that it is very easy for a practice to become top heavy with such eases; 
this greatly reduces chair time needed for other patients who require terminal 
or comprehensive attention. When both palliative and terminal treatment are 
rendered the same patient, the public draws some queer notions concerning the 
length of time it takes to ‘‘get teeth straightened.’’ Furthermore, in some cases 
involving two phases of treatment, the patient’s interest is dissipated before the 
final phase is even moderately under way. Despite these objections, I con- 
tinue efforts aimed at intercepting or palliating dentofacial anomalies. 

I have mentioned that modified Hawley appliances are used often in my 
practice. Reference, of course, is to the removable retaining appliance which was 
not original with Hawley but was somehow popularized by him and now is com- 
monly identified by his name. 

I have found the plate to be a useful device as a habit reminder. If the 
habit has produced overjet with spacing this may be quickly reduced by the 
addition of light elastics which enables the patient to resume normal lip posture 
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more promptly. The appliance has been used to correct mesial drift of first 
permanent molars both maxillary and mandibular (Fig. 1). 

The severity of a Class II molar relationship may be palliated also (Fig. 2). 
With proper timing, one may improve the occlusion of the premolars as well. 


Obviously, terminal treatment was reduced to a minimum by these palliative 
achievements. 


Fig. 1.—Mesial drift of permanent molar into large resorbed area on distal side of 
deciduous molar. Repositioning was accomplished by finger springs in acrylic plate following 
extraction of the deciduous molar. 


Fig. 2.—The acrylic plate used for distal positioning of the first permanent molar, then the 
second premolar, and finally the first premolar. The procedure was bilateral. 


While interceptive or palliative orthodontics may be indicated in several of 
Hellman’s developmental stages, I find that within my personal experience it is 
applied mostly in stages II A, II C, III A, or III B. As for terminal treatment, 
I have fluctuated considerably during the nearly thirty years that I have been 
practicing orthodontics. In recommending terminal treatment I have gone 
from the age at which the anomaly was observed, to the early mixed dentition, 
to the late mixed dentition, to the early permanent dentition, to the phase when 
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permanent second molars were erupted, and thence back to stage III B in- 

volving shedding of deciduous canines and molars and the eruption of their 
successors. 

Having established, with much fluctuation of viewpoint, what I consider io 
be an auspicious time to undertake comprehensive terminal orthodontic treat- 
ment, I will arrange an appointment schedule as soon as I have been authorized 
by the parents to proceed. 

The first appointment will be for records, the second for treatment plan- 
ning, and the balance of the schedule will provide time for us to carry out those 
plans. The second appointment is of the greatest importance. This is when 
I study the problem and develop my treatment plan on the interpretation of 
records and measurements already consummated by my technician. 

That the interpretation of these records and measurements is of the greatest 
importance is obvious. Yet, too many of us devote meager attention to this 
obligation. I thoroughly agree with Strang,? who has written: 


If case analysis is to mean anything it must be done in a logical manner and the con- 
clusions placed in written form on suitable record cards. This is important for several 
reasons. When one is called upon to make a definite decision that is to be recorded in 
writing, there is a tendency toward more careful and thorough study before the final con- 
clusion is reached. It also makes possible a review of the case when preliminary written 
deductions are in evidence for comparison at the end of treatment. This is extremely 
valuable. 


Since I am convinced of the value of a written treatment plan, I wonder 
why it is so frequently neglected. It has occurred to me that one reason is failure 
to set aside a specific time for that purpose. In my practice the second appoint- 
ment is reserved specifically for diagnosis, case analysis, and treatment planning. 

I have had the opportunity to look at hundreds of treatment planning 
records, and I would like to go one step further than Strang and say that this 
worthy record should be typewritten and not written by hand. As penmen, 
many of us are very unskilled. When-the unskilled in this art get to writing 
hurriedly, using diversified systems of symbols, the handwritten record becomes 
unintelligible to an associate, the dental assistant or colleagues who may be 
helping in the event of sickness, accident, or transfer of patients. 

In developing a treatment plan, I dictate directly into a dictaphone, in 
the presence of one or both parents. My dictation includes a description of 
facial photographs, periapical and bite-wing radiograms, significance of cepha- 
lometrie studies, dental casts, musculature and oral mucosa, general observa- 
tions and conclusions, treatment objectives, outline of the steps involved in ap- 
pliance therapy, prognosis, and retention. This material is then neatly typed 
and filed. To this transcription will be added a dictated comment at each suc- 
ceeding appointment. 

I shall describe briefly some of the observations made in the various seg- 
ments of our treatment plan. 


Facial Form.—This is determined either by a chairside study or from photo- 
graphs. Cases are chartered as to whether the profile is straight, convex, or 
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concave, and usually the appraisal visualizes reduction of the malocclusion. 
Front view is noted for asymmetry. All will be related to our cephalometric 
findings. 

Dynamic Study.—This notes evidence of dental prematurities, the path of 


closure, and habits, such as swallowing, lip-licking, and thumb- or finger-sucking. 
Size of tongue and tensity of the muscles of facial expressions are observed. 


Periapical Roentgenograms.—The number of teeth is tabulated, and such 
other things as pathology, overhanging fillings, and the probability of third 
molar impactions are noted. The eruption sequence is also noted. 


Dental Casts—The usual factors are described. Among them are the 
Angle classification, overbite, overjet, crowding, rotations, axial inclinations, 
and other significant items. 


Treatment Objectives.—Here I endeavor to maintain high ideals without 
being redundant. To a large extent, I am influenced by the following admoni- 
tions of Waldo 


1. Distinguish sharply and realistically between health service and cosmetic service; 
between what is needed and what is merely desirable... . 


2. Distinguish between real need and artificially induced need and seek to eliminate the 
latter rather than treat it.... 


3. Respect the limitations imposed by nature and circumstances. ... 
4. Abandon the ‘‘all or none’’ attitude. ... 


5. Restrict or eliminate the use of standardized routine procedures unless they have 
a real value. 


Prognosis.—The notations concerning prognosis sum up my attitude on the 
probable outcome of the ease and involve such factors as familial trends, residual 
spacing, crowding, and need for prolonged retention in persistence of muscle 
perversions. As treatment proceeds, any change in the original prognosis is 
recorded and explained. 

Between the first appointment for records and the second for treatment 
planning, consideration is given the extraction problem. This is a most serious 
stage in the development of a treatment plan. If I err in my judgment on 
reducing the total dental dimension, it is in the direction of being too con- 
servative. 

This has been true in my ease from the renaissance of extraction. However, 
attendance at many meetings dealing with periodontoclasia in adults finally con- 
vineed me that reduction in bulk of the denture could often be a matter of tooth 
conservation. During the past twenty years I have not been reluctant to re- 
quire reduction in the number of permanent teeth if I felt that my conclusion 
was reasonably justifiable. I have never made a studied effort to compute the 
percentage of patients for whom I have recommended therapeutic extraction 
of teeth.. My staff and I estimate, however, that I prescribe extraction for 
between one-third and one-half of my patients. 


Deciding whether or not I am reasonably justified in recommending ex- 
traction has been my greatest worry. From all that I am able to observe, I 
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am part of a large family of orthodontists concerned about the same problem. 
Clear-cut nonextraction anomalies are easily recognized by most of us. This 
is likewise true of anomalies where the need for reduction in number of teeth 
is undeniable. Generally, we are puzzled by the in-between group, and this 
pinpoints our dilemma. 

While many have made notable efforts to help in solving the problem ot 
this borderline group, I shall refer only to those procedures most frequently 
used in my office. ‘ 

Many have advocated serial extractions.* I am quite convinced that this 
program is often advisable, but it must be controlled judiciously. Conceivably, 
it eould reduce terminal treatment by from six months to a year. In fact, 
some problems are solved entirely by serial extraction. Growth, poor analysis, 
and other factors may doom an indiscriminate program of serial extraction, 


Fig. 3.—The FMIA of Tweed used as a guide in the Kesling diagnostic setup. 


and there have been many experiences of this sort. When other factors support 
a decision to enter this course of treatment, I make consistent use of the 
‘‘probability chart’’ in the mixed dentition for predicting the sum of the widths 
of premolars and canines from the sum of the widths of permanent lateral and 
central incisors.’ Even the ‘‘probability chart’’ leaves me with some appre- 
hension, as I am aware that many mixed dentition analyses are far from com- 
pletely accurate. In choosing my course, I like to leave a path of reeovery in 
case of gross error. 

The history of extraction in the permanent dentition has been most exciting 
from the time of Calvin and Angle. The concept of a full complement of teeth, 
advocated with reservation by Angle, remained practically unchanged until 
Tweed® roused the profession with his philosophy relating extraction to the 
angulation of mandibular incisors. Supported by the cephalometric studies of 
Margolis’ and others, the angle of the mandibular incisors and the Frankfort- 
mandibular plane became gospel. This was received eagerly by orthodontists 
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who were now convinced that extraction could be the indicated course of treat- 
ment but were confused as to when it was indicated. The angle became, and 
still is, the important thing. Currently, the focal point of interest is the Frank- 
fort-mandibular-incisor angle (F MIA). 


In nearly every terminal treatment problem in which removal of four pre- 
molars is a certain or suspected issue, I make a diagnostic setup of the kind 
described by Kesling.*:® The teeth are placed in accordance with Tweed’s’ 
FMIA as determined on the tracing of the cephalometric roentgenogram (Fig. 3). 
This shows not only the number of millimeters the lower incisors need to be 
moved lingually but also the amount of room available for that movement. 
Some idea of our anchorage problem is also gained; this, in turn, may point 
to a need for following specific procedures, such as the Bull"! technique, in 
treating the anomaly. 


I do not consider the diagnostic setup all conclusive; rather, I think of it 
as just one indication of ‘‘which way the wind is blowing.’’ 


Another indicator in use in my office is the study by Howes?” in which he at- 
tempts to learn the ratio between tooth material and supporting basal bone. This 
gives a clue as to whether ecnditions clearly call for extraction or nonextraction 
or whether it is a borderline case. Problems that fall into the borderline group 
have to be evaluated further from the viewpoint of accepting a result in which 
there probably will be spacing or one in which there probably will be residual 
crowding. In fact, some thought should be given to whether treatment should 


even be undertaken in the borderline cases, a matter which, according to Howes, 
is given too little consideration. 


Occasionally, I desire additional information about the difference in length 
between the apical base and the combined widths of all the teeth from second 
premolar to second premolar. I make these measurements on duplicate casts, 
as suggested by Rees.'* The amount of the difference in those measurements 
is the significant item. Thus, if the tooth measurement in one arch exceeds the 
basal bone by 3 or 4 mm., I must decide whether it is wise to reduce the tooth 
measurement 14 mm. in both dental arches by the extraction of four premolars. 

I frequently refer to the tooth size chart developed by Greiwe.'* Measuring 
the incisors, canines, and premolars of both maxillary and mandibular dental 
arches separately, Greiwe established a range to which 80 per cent of these teeth 
conform. Thus, the 80 per cent range of normal tooth size may be used to deter- 
mine whether teeth are inside or outside the range (Fig. 4). One bit of informa- 
tion that I consider important is whether teeth are toward the mean of the range 
or tend to the minimum or maximum dimensions. To make use of the chart, 
I will have on hand measurements that will enable me to run the Howes or Rees 
analysis if desired. 

Having done my best to become intimately acquainted with the case at hand, 
I then try to outline all the possible treatment plans. An effort is made to 
evaluate them carefully. Finally, a decision has to be made. It is here that we 
call upon experience to guide us. 
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If I decide to extract teeth, I do not wish to imply that it is always tli 
four first premolars, or that it is always four teeth. For instance, in a few 
unusual anomalies I have requested removal of two maxillary premolars onl). 


I am not opposed to recommending removal of maxillary second molars. 
Whenever I have made that recommendation, there was an Angle Class II 
malocclusion nearly equal in degree to the full width of a premolar. In ad 
dition, there was a poor prognosis for the maxillary third molars because of 
impaction or lack of opposing teeth. Sometimes there were deep restorations in 
the second molars. If a third molar is to be accepted as a substitute for a 
second molar, the two teeth must be fairly equal in size and form. 


MESIODISTAL TooTH WipTHS (BoTH Sexes) AccorDING TO Dr, PAUL GREIWE 


TOOTH | MEAN (MM.) | 80 PER CENT RANGE (MM.) | PATIENT 


Masxillary 


Central incisor 8.5 7.7 to 9.2 
Lateral incisor 6.6 5.8 to 7.4 
Cuspid 7.8 7.1 to 8.5 
First premolar 6.9 6.3 to 7.5 
Second premolar 6.6 6.0 to 7.2 

36.4 32.9 to 39. 


Mandibular 


Central incisor 5.3 4.8 to 5.8 
Lateral incisor 5.9 5.3 to 6.3 
Cuspid 6.6 5.9 to 7.2 
First premolar 7.0 6.4 to 7.6 
Second premolar 7.0 6.4 to 7.6 

31.8 28.8 to 34. 


Fig. 4.—Tooth size chart. 


I also decided to remove maxillary second molars if there was a pleasant 
facial form which I desired to maintain. Certainly, the profile would be dis- 
turbed by the prolonged use of intermaxillary elastics if the anteroposterior 
dysplasia was equal to the width of a premolar. Anchorage loss would be pro- 
portionate to the term during which intermaxillary elastics would be used. 
Removal of second molars to ease anchorage loss is worthy of consideration. 


Each patient treated in this way wore a headgear at night and inter- 
maxillary elastics during the day. In nearly every instance in which this treat- 
ment was ordered, the third molars erupted early. When they had joined the 
dental arch by the time appliances were removed, they had met the first molars in 
a first and second molar relationship (Fig. 5). If the third molars had not 
erupted by the time appliances were removed, radiograms indicated that they 
would meet the first molars in that manner. 

Having been called upon from time to time to treat anomalies in which a 
mandibular incisor was missing, I came to believe that treatment of that kind 
placed severe limitations upon the orthodontist. I continued to feel that way 
for about fifteen years, although a few times I had been able to balance the 
occlusion satisfactorily under such circumstances. Meanwhile, it came to my 
attention that many orthodontists in this country prescribed the removal of 


) 
| 
4 


TREATMENT PLANNING 261 
mandibular incisors as a therapeutic measure in connection with terminal ortho- 
dontic treatment. I became quite opposed to that procedure, despite the few 
times that I was able to balance the occlusion in patients already lacking one 
lower incisor. This made it impossible for me to close my mind completely on 
the subject. On a few occasions during the past ten years I have recommended 
removal of one mandibular incisor when I believed that balanced occlusion would 
result. 


Vig. 5.—Maxillary second molars removed. Third molars are erupting in a first and second 
molar relationship. 


One of these cases is shown in the original state (Fig. 6). Treatment time 
was five months. Two years after treatment the result was balanced and stable. 
No occlusal equilibration was required, as there were no prematurities and no 
shift on closure. I still believe that such treatment opportunities are rare, 
indeed. In this particular case, it was noted that the maxillary incisors were 
smaller than the mean (Greiwe) and that the mandibular incisors were greater 
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than average. My decision to remove a mandibular incisor was made on the 
basis of this observation and a diagnostic setup. Moreover, this treatment 
seemed to be a direct approach. 

Most of my patients who receive terminal treatment wear either Johnson 
or edgewise appliances. Some have a combination of both. Where restorative 
or protective crowns have been placed on maxillary incisors, I sometimes use 
the labiolingual appliance. I choose the appliance according to my treatment 


Fig. 6.—An unusual anomaly in which balanced occlusion was created by removal of one 
mandibular incisor. 


objectives and my mechanical ability. Some orthodontists who prefer the labio- 
lingual appliance have amazing ability in the use of ligatures. I do not. 
Therefore, I band the teeth. It is the man behind the appliance—his thinking 
and ability—that counts, not the appliance itself. 
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In choosing the appliance, my greatest impulse is to select the one that 
I feel will enable me to obtain my treatment objectives in the least possible 
chair time according to my personal mechanical ability or limitations. I admit 
that there is some inconsistency here. 

In clear-cut nonextraction cases I usually choose the Johnson appliance. 
The anomalies are characterized by such factors as pleasant facial appearance 


Fig. 7—Case 1. A clear-cut nonextraction problem amenable to all types of appliance 
therapy, correctly used, without any probable complications. Final casts are six years out of 
retention. 


in spite of the malocclusion, absence of muscular perversions of consequence, and 
evenly aligned mandibular incisors that are not excessively procumbent. If 
the occlusion is Class II (Angle), the degree is less than the width of a pre- 
molar. Also, no objectionably rotated, tipped, or blocked-out teeth are present. 
Three typical nonextraction cases follow. 


CasE 1 (Fig. 7).—Patient B. W. was placed under terminal treatment at 11 years of age. 
Most of the conditions previously enumerated for clear-cut nonextraction anomalies prevailed. 
I believe that any appliance could have been prescribed, provided that the judgment behind 
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it was sound. However, the Johnson appliance was used. The anomaly was Class II, Division 
1, subdivision. The profile was basically pleasant at the beginning of treatment and better 
at the end. The patient was under treatment for twelve months. The posttreatment records 


show the occlusion six years out of retention. 


CasE 2 (Fig. 8).—Patient P. R., who was 11 years old at the beginning of treatment, 
had most of the characteristics required for treatment with the Johnson appliance. I saw 


Fig. 8.—Case 2. A nonextraction problem amenable to most types of appliance therapy, 
correctly used, without probable complications of consequence. 


Fig. 9.—Case 3. A nonextraction problem treated with the Johnson appliance. 
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no reason to place bands on all the teeth. This patient, likewise, had an acceptable profile, 
which was maintained throughout treatment. A mild tongue habit did not give us too much 
concern, In spite of repeated efforts to place maxillary canines and first premolars in con- 
tact, spaces always reopened. As a result of these attempts, the mandibular incisors leaned 
forward 10 degrees more at the end of treatment than they did originally. Since the profile 
two years after retention, when the final records were made, did not reveal this procumbency, 
I assumed that satisfactory balance had been achieved. It was possible that the original 
deep overbite had placed the mandibular incisors lingually to normal position. 


Fig. 10.—Case 4. <A borderline extraction case treated with the Johnson appliance. 


CaAsE 3 (Fig. 9).—Similar circumstances prevailed in the case of Patient J. B. The 
integumental profile as seen originally suggested the possibility that this was an extraction 
problem, but further study indicated that it was not. Spacing between mandibular incisors, 
a basically sound skeletal pattern, the diagnostic setup, and Howes’ analysis all indicated 
adequate proportions between tooth substance and basal bone. A Johnson appliance was 
used with gratifying results. The main worry was the deep impinging overbite, but records 
made one and one-half years following retention indicate that this was not too great after all. 
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Decisions on borderline extraction cases are difficult to make, and results 
of treatment are often something less than ideal. Cases 4, 5, and 6 are typical 
borderline eases. 


Fig. 11.—Case 5. Borderline extraction case, treated by the edgewise technique with prepared 
anchorage. View two years following retention. 


CasE 4 (Fig. 10).—Patient F. McC. had a straight profile that I would call well bal- 
anced. It did, however, show the influence of bite closure. Treatment planning was 
similar to that in the preceding case. Following insertion of a Johnson twin arch appliance, 
less than one year of treatment was required. Crowding of mandibular incisors at the be- 
ginning of treatment had suggested that this was a discrepancy case. All tests implied 
otherwise. I treated the patient with the twin arch appliance. Should I have banded all 
teeth and prepared anchorage? From the beginning of treatment until the placement of the 
retaining appliance, a total of five chair hours and three laboratory hours were required. 


CasE 5 (Fig. 11).—Patient P. H. had a potentially pretty face, with a tendency toward 
mild convexity. The lower incisors were slightly crowded. The arch relationship was Class IT, 
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Division 1 (Angle). In degree, it was Class II by the full width of a premolar. Overbite 
was deep, nearly impinging. I considered this a borderline extraction problem and felt that 
anchorage preparation was desirable. I decided not to extract and to use the edgewise 
appliance. The result of this treatment is shown in records made two years following the 
retention period. 


Fig. 12.—Case 6, treated as a controversial nonextraction anomaly, by the edgewise 
technique with prepared anchorage. It appears, in retrospect, that some dental units might have 
been removed with benefit. 


Case 6 (Fig. 12).—Kecords are shown of Patient G. B. at the onset of treatment, 
at the end of retention, and six years following the conclusion of retention. Of particular 


concern were a tendency toward a convex profile, crowding of the mandibular incisors, and 


tensing of the mentalis muscle. Of course, this raised the question of extraction. I have 
noted a tight mentalis musculature in many children and in very few adults. Thinking that 
the patient might overcome this habit as she grew older, I decided to treat without extraction. 
Edgewise treatment involving anchorage preparation was undertaken. The anomaly was 
Class II, Division 1. As I review cephalometric measurements made twelve years ago, I now 
feel that I should have recognized the need for reduction of tooth material. Many years 
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after treatment the denture is esthetically good and well balanced. The profile has improved 
as tenseness of the mentalis muscle has disappeared, but the profile still indicates that 
extraction might have been the better course. 


While borderline extraction anomalies tax our diagnostic judgment, obvious 
disecrepaney problems do not. The latter are still challenges to orthodontic 
skill, however, for a longer treatment term and the ultimate in management 
are usually involved. 


Fig. 13.—Case 7. Clear-cut extraction problem involving prepared anchorage. Original models, 
intraoral photographs, and end-of-retention and follow-up casts three years later. 
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CaSE 7 (Fig. 13).—According to cephalometric appraisals, the diagnostic setup (Kesling), 
and the standards of Howes, Rees, and Griewe, this malocclusion seemed to be a definite 
disproportion between tooth material and supporting bone. It was a Class I anomaly, and 
I resorted to edgewise treatment with prepared anchorage. Photographs show Patient P. P. 
at the beginning of treatment and entering retention. Casts record the condition up to three 
years following the end of retention. Although equilibration was achieved, the most recent 
casts indicate a tendency for the mandibular incisors to crowd. 


SUMMARY 


Treatment planning should be a specifically assigned part of our treatment 
schedule. The analysis, diagnosis, and treatment plan should be entered in the 
records carefully, preferably by typewriter. 

Certain palliative or interceptive procedures may be executed—some ad- 
vantageously and some not. 

There are anomalies which may be treated equally well by any appliance 
therapy. Simplicity seems to be the indicated course. 


Borderline discrepancy problems are our greatest challenges. Some of 
these are mild, and some residual deficiency after treatment may be accepted. 
Other discrepancy dysplasias which are more severe, require firmer handling. 


Finally, there are the definite extraction problems. Whatever our con- 
clusions on treatment planning, it must be based on purposeful objectives. 
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PRESENT ORTHODONTIC THOUGHT IN GERMANY 


EXPERIENCES WITH THE NORWEGIAN METHOD OF FUNCTIONAL ORTHOPEDICS IN 
THE TREATMENT OF DISTOCLUSION 


Gustav Korxuaus, M.D., D.D.S., BoNN, GERMANY 


REVIEW of the opinions expressed during the last fifty to eighty years 

concerning the nature and treatment of distoclusion will lead one to the 
conclusion that these opinions have been subject to constant change and that 
purely mechanical considerations regarding the form and manufacture of appli- 
ances have carried more weight than differential diagnosis or pathogenic knowl- 
edge. I will not go into the details of this repeated change in suggestions for 
treatment, but I would like to point out that from an exchange of correspondence 
between Angle and Oppenheim? in 1929, which was published in American and 
German professional journals, it becomes evident that during the later years of 
his life Angle, too, was convinced of the need to classify distoclusion cases ac- 
cording to their various characteristics in order to obtain a clearer idea of the 
type of treatment that should be employed. In other words, Angle also required 
a differential diagnostic examination. The method of treatment must be 
correlated to the result of this examination, which can be carried out by studying 
the relationship between the face and the jaws by means of photographs or 
teleradiographs. 

If we consider the various methods of treatment, it can be said that, on the 
whole, with the methods which have been in use up to now, alveolar movement of 
the teeth to correct occlusal anomalies was generally considered a more reliable 
way to obtain a durable result than movement of the entire mandible. 

Kingsley’s*® method of ‘‘jumping the bite’’ proved to be reliable only in 
distoclusion cases which were not too pronounced and which did not exceed one- 
half of one premolar in breadth. All other methods relying on the aid of an 
extraoral anchorage (headgear) or intermaxillary elastics compensated for the 
occlusal anomaly chiefly through alveolar movements of the teeth. With these 
methods the movements are usually distributed between both dental arches, with 
a distal movement of the upper teeth and a corresponding alveolar mesial move- 
ment of the lower teeth. 

Functional orthopedics (1939) brought into the treatment of distoclusion 
a new development which must be considered extremely valuable. In this 
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connection, it is interesting that Andresen realized the excellent possibilities of 
moving the bite with the appliance only at a fairly late stage and that initially 
in eases of distoclusion by the breadth of one premolar he regarded correction by 
means of extraction and alveolar movement of the teeth more reliable than cor- 
rection of the bite by bringing forward the entire mandible. 

The stimuli, which the Norwegian method of functional orthopedics: im- 
parts to the periodontal tissues, the muscles of the jaws, and the joint, are 
transmitted by means of the ‘‘activator,’’ which is a system of cleverly arranged 
inclined planes acting exclusively by transmitting functional forces created by 
the body itself. In this connection, the zones of temporary intermittent stress 


as 


; Fig. 1.—A, Simultaneous vertical and sagittal movements of the upper and lower teeth 
in contrary directions. Areas of tension (shaded) and release. At the same time the mandi- 
ble is being influenced to a forward growth. 


B, Transverse section of an activator in the area of the premolars. Simultaneous vertical 
and buccal movement of the buccal teeth. 


are just as important as the zones from which stress has been removed. The 
stresses must be imposed in the direction in which a movement is desired. The 
eruption of the buccal teeth along the inclined planes of the activator causes a 
combined movement in an occlusal and transverse direction, that is, an expan- 
sion of both jaws (Fig. 1). In the ease of transverse asymmetries this buceal 
movement can be inereased by adding gutta-percha or a small spring at the 
appropriate place on the activator, thus increasing the stress imposed on one 
side. In a sagittal direction, the upper buccal teeth should be submitted to 
stress at their mesioproximal edges in a distal direction, while appropriate 
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areas without stress must be created by cutting away material behind th: 
distoproximal curvature of each tooth. Reciprocally, the lower buccal teeth 
must be held at their distoproximal edges and must have the appropriate zones 
without stress before the mesioproximal curvature (Fig. 1). Thus, the aec- 
tivator, by means of the anterior occlusion that it enforces, imparts stimuli 
which cause an occlusal movement of the teeth as a result of the raising of the 
bite and an alveolar distal movement of the upper buccal teeth in conjunction 
with an alveolar mesial movement of the lower teeth. 

We have here, then, a three-dimensional problem which is not so easy to 
grasp and which creates the necessity for special attention. Every buceal tooth 
is moved simultaneously in all three directions of space. It follows that the 
initial inclination of the planes of the activator is just as important as the 
gradual alterations which must be made to the planes during the course of 
treatment. 


The sagittal movements of the upper and lower incisors require an indi- 
vidual shaping of the anterior part of the activator. 


As a rule, the crowns of the upper incisors must be moved back by means 
of a rotary movement around their natural center of rotation in the apical third 
of the root. Accordingly, the plate is cut away from the rear of the incisors and 
the labial arch of the activator is in close contact with the surfaces of the incisors 
below the curvature. Occasionally a stronger labial root movement of the upper 
incisors can be induced by creating a hypomochlion palatally in the region of 


the neck of the tooth. 


The lower incisors present problems of various kinds but usually of lesser 
difficulty. It is just as frequently necessary to move the lower incisors forward 
so that they can take their place in the dental arch without crowding during the 
progressive expansion of the dental arch as it is to incline them backward. It 
is almost always necessary to compensate for the vertical deviation by fixing the 
incisal edges by means of a bite platform which, however, allows the tooth to 
move in a sagittal direction. ? 

The forward movement of the mandible when the “constructional bite” is 
being taken is of primary importance, since only this movement brings the 
functional muscular forces into action. In most cases I have been able to move 
the mandible into full neutroclusion, even with the first activator. Sometimes, 
usually in cases of an advanced age, it has proved advantageous to achieve this 
aim in two or three stages. The extent by which it is necessary to raise the 
bite when taking the constructional bite for the manufacture of the activator is 
given within the limits of the so-called rest position of the mandible. 

The usual type of activator corrects distoclusion in three ways (Fig. 1, A) : 
(1) by an alveolar distal movement of the upper buccal teeth, (2) by an alveolar 
mesial movement of the lower teeth, and (3) by a forward movement of the 
_ entire mandible. 

Long experience and numerous observations on a large number of patients 
have shown that the alveolar movements of the teeth which can be brought 
about with the activator are limited and take a long time. This is just as true 


Volage 46 PRESENT ORTHODONTIC THOUGHT IN GERMANY 273 
Number 


for alveolar movements in a mesiodistal direction as for movements in a buccal 
direction during expansion of the arches and also for vertical movements when 
the mandible is being adjusted. As far as expansion of the jaw is concerned, 
Table I shows the lowest, highest, and average values which have been attained 
in the upper and lower jaws in the cases of 102 patients who have been treated 
exclusively with functional orthopedic appliances. Even if, in isolated cases, 
considerable transverse expansion of the upper and lower dental arches, amount- 
ing to between 5 and 7 mm., were achieved, these results cannot be regarded as 
average values, and the expansion as a rule is extremely small, despite long 
treatment periods of two to three years. In any ease, this widening is hardly 
sufficient for some severe narrowness of the jaws, and in these cases it is neces- 
sary first to use active appliances. 


TABLE I 


REGION OF AVERAGE VALUE LOWEST VALUE HIGHEST VALUE 
EXPANSION (MM.) (MM.) (MM.) 


4\4 2.5 0.2 7.3 


6\6 3.5 0.2 


2.1 


On the other hand, the forward movement of the mandible takes place 
surprisingly quickly with the aid of an activator, sometimes so quickly that the 
participation of alveolar tooth movements can be ruled out. This observation 
has induced us in most eases to omit the cutting of guide planes in a distal di- 
rection for the upper teeth and in a mesial direction for the lower teeth when 
treating the distoclusion in eases of ‘‘mandibular retrusion’’ (Class II, Division 
1). 

Before going into detail by demonstrating a number of cases which I have 
taken at random from my practice, I would like to draw attention to the nature 
of tissue reaction given by the influence of the activator in moving teeth, fol- 
lowing here the explanations of Haupl.** 

The true cause of these orthodontic tissue alterations is muscle stimuli 
emanating from the action of the masticatory muscles and the tongue, lip, and 
cheek muscles. These stimuli arise to an increased degree when the activator is 
put in place. The activator, by blocking the bite, causes a slight stretching of 
various muscle groups. The stretched position of the muscles results in an in- 
crease in muscle activity, a fact which has been proved by Eschler’® and which 
corresponds to the fundamental theories of muscle physiology. 


The space of the periodontal membrane is of decisive importance for the re- 
shaping process of the bone. Broadening of the periodontal membrane on the 
palatal side and narrowing on the buceal side favor deposition and resorption of 
bone, respectively. The broadening and narrowing are given by the movement of 
the tooth in the loosened fibrous tissue created by the orthopedic appliance. By 


7.2 
4/4 1.8 0.2 5.0 
6/6 = 0.2 5.8 
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influencing the tooth with the activator in the loosened fibrous tissue, we bring 
about a favorable distribution of deposition and resorption of bone and can thus 
move the tooth in accordance with the plan of treatment. 


The chief difference between treatment with an activator and with an active 
appliance is that with passive treatment the tooth retains its vertical position and 
the periodontal membrane a favorable breadth, whereas with active appliances 
the tooth is tilted, which leads locally to a somewhat greater narrowing and on 
the other side also greater widening of the space of the periodontal membrane.** 
Excessive narrowing when too much force is applied can result in resorption of 
the cementum and loss of the apex of the root. 

The good results that can be obtained with the activator in moving the 
mandible from an abnormal position into correct occlusion are probably due, 
apart from the favorable nature of the growth stimuli imparted to the muscles 
and the temporomandibular joints, to the contact which the appliance has with 
the broad surfaces of the inside of the alveolar processes and the jaws and to 
the extraordinarily resistant anchorage. Treatment with this appliance has 
completely replaced treatment with intermaxillary elastics in Class II cases of 
mandibular retrusion in Germany. 


The question now arises as to the manner in which adaptive alterations take 
place in the temporomandibular joint. The comparison of aimed radiographs 
taken according to Schiiller’s pericranial method, as modified by Lindblom*! and 
Hausser,”? in the same direction revealed that when the activator is first inserted 
the condyle lies at the level of the tubereulum articulare with a slight rotation, 
that is, that position which corresponds to the physiologic forward movement 
with slight opening. This state soon changes. The condyle appears to grow into 
the fossa articularis and approaches the rear wall of the joint. Usually it has 
reached its normal position again after a period of three-fourths to one and 
one-half years. It is natural that the condyle still shows the characteristics of 
a slight opening movement when the activator is carried, but in the rest position 
of the mandible it lies again at a completely, normal depth in the fossa articularis. 
The mandible can no longer be retruded into distoclusion, even with great pres- 
sure. The transposition of the bite can be regarded as concluded. 


Comparative measurements of these aimed joint radiographs of the same 
patient, which were carried out with great care, indicate that the fossa articu- 
laris on the whole retains its depth and shape and the inclination of the tubereu- 
lum articulare and that, therefore, alterations in shape of the cavity of the joint 
do not play a very important part in the rebuilding of the entire joint. The 
lengthwise growth of the condyle is doubtlessly predominant, usually with a 
definite alteration in direction at the collum. Primarily, then, the condyle 
re-establishes contact with the fossa articularis very quickly. The further re- 
shaping of the ascending ramus probably follows this somewhat hasty lengthwise 
growth of the condyle in a manner similar to that which takes place during the 
normal growth of the mandible. 

The quick correction of the occlusion by the reshaping of the joint and of 
the mandible is doubtless also very favorable with regard to the histologic results 
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of the treatment, since no individual tooth movements take place and therefore 
there is no danger to the periodontal tissues during the process of correction. 
As a result, the distoclusion often has already been corrected before the ac- 
companying alveolar movements, such as the backward movement of the upper 
incisors and the adjustment of the level of the lower dental arch, have been 
completed. In some eases this leads to a buceal open-bite which remains for 
quite some time. It has not, however, been observed that mastication is dis- 


‘ Fig. 2.—Patient B. I. Commencement of treatment at 9 years 7 months. Appliances. 
Active expansion plate, followed by activator. Length of active treatment was two years 
three months, during which activator was used for one year four months. 


Fig. 3.—Patient B. I. A neutroclusion now exists, as well as a slight open-bite in the 
area of the buccal teeth which will compensate itself with the further cutting of the premolars 
and molars. The mandible can no longer be brought back into its former distoclusion. 
turbed by this temporary lack of contact of the buceal teeth. Generally, it can 
be said that the gradual reshaping of the dental arches in all three dimensions 
and the adjustment of the occlusion always leave the dental arches with a 
satisfactory degree of synchronization. Hence, there is no interference with 
the masticatory function during treatment. 
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In some cases the adjustment of the occlusion is retarded because the upper 
jaw is not yet prepared to receive the mandible, which must be moved in an 
anterior direction. This happens especially in cases in which the upper incisors 
are retruded or even inclined inward, as, for instance, in cases of excessive over- 
bite (Class II, Division 2) or in cases of pronounced narrowness of the jaws and 
crowding of the upper incisors, so that the mandible cannot be developed in a 
forward direction. This discrepancy, with slow alveolar movements on the one 
hand, and very quick reshaping of the joint on the other, makes it necessary, 
as I would like to emphasize again, to precede treatment with the passive 
functional orthopedic appliance by treatment with active plates. 

I would like to demonstrate some cases treated in order to elucidate further 
clinically important details (Figs. 2 to 14). 


Fig. 4.—Patient B. I. Diagram of the gnathometric examination by means of super- 


imposition along sagittal palatal curve. Through the effect of the activator, the mandible is 
drawn forward. 


As a contrast to these cases of Class II, Division 1 malocclusion treated 
with the activator, I would like to demonstrate another case of the same anomaly 
in which the upper first premolars had been extracted for correction of the 
distoclusion. In this case no forward movement of the mandible could be ex- 
pected, and none has taken place (Figs. 15 and 16) .* 

The special advantage of functional orthopedics as advocated by Andresen 
and Haupl' is to be sought in the favorable action on the epiphyseal cartilage 
of the temporomandibular joint. 


*The data of other cases treated by the Norwegian system of functional jaw orthopedics, 
serial x-ray examination of the temporomandibular articulation, histologic findings, and me- 
chanical details of the different forms of. activators which I could demonstrate before the 
Ottawa Congress cannot be published here. 


B.J. 
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Fig. 5.—Patient V. H.-J. Commencement of treatment at 8 years. Appliances: Active 
plates and activator. Length of treatment, two and one-half years. Checkup seven and one- 
half years later. 


Fig. 6.—Patient V. H.-J: Photographs before treatment (December, 1941) and after conclusion 
of active treatment (July, 1944). 
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Fig. 7—Patient V. H.-J. Teleradiographs before and after treatment. 


Fig. 8.—Patient V. H.-J. 


Tracing 


——— = Decem- 
= January, 1952 (check at 
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Diagram of changes during orthodontic treatment. 
of teleradiographs by means of superimposition along sagittal palatal curve. 

ber, 1941 (8 years). ----- = July, 1944 (12 years). 

19 years). 
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Fig. 9.—Patient R. E. Commencement of treatment at 12 years. Length of treatment, two 
years ten months. Checkup six years after conclusion of retention. 


Fig. 10.—Patient R. E. Photographs taken before treatment and six years after conclusion 
of retention. 


Fig. 11.—Patient E. R. Treatment was carried out first with an active upper expan- 
sion plate and then with an activator. Length of treatment, one year ten months; retention 
period, one year five months. Checkup was made two and three-fourths years after conclu- 
sion of retention. 
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The advantage, then, lies with those cases in which it is desired to alter 
the position of the mandible in relation to the maxilla and the middle face in 
an anterior, lateral, or posterior direction. This alteration in the position takes 
place without the otherwise unavoidable loss due to alveolar movements of teeth 
which results when the force to be applied is transmitted by means of the lower 
and upper teeth. The mandible here takes up a new position in relation to the 
maxilla as a result of growth changes in the region of the temporomandibular 
joints, which must be regarded as centers of growth, more or less as the 
“epiphysis” of the mandible. The extraordinary speed with which this alteration 
in the position of the mandible is very often achieved and the fact that this 
alteration in the position remains although the buccal teeth have not yet had 
time to adjust themselves to the new position in a vertical direction, leading 
sometimes to a buccal open-bite, prove that the entire mandible has been dis- 
placed by the activator. In cases of distoclusion the mandible is therefore moved 
in an anterior direction by the breadth of one premolar. To prove this, it was 
not even necessary to carry out the serial x-ray examinations of the temporo- 
mandibular joint mentioned above. 


Fig. 12.—Patient H. I. Active treatment w&s carried out with an upper expansion plate 
for nine months, followed by biteshifting with the activator. Total length of treatment, two 
years six months. 


The comparison of teleradiographs of patients with Angle Class II, Division 
1 malocclusion, in whose eases the distoclusion had been adjusted exclusively 
with the activator, shows the alterations in the profile which have been brought 
about by the forward movement of the mandible. Of course, it must be realized 
in these cases that this alteration of the position of the profile points of the 
lower face is composed of not only a sagittal but also a vertical movement. 
In eases of flat occlusion, that is, in which there is only a small angle between 
the occlusion plane and the Frankfort plane, the sagittal movement will be 
especially pronounced; in other words, the chin will advance in a striking man- 
ner. On the other hand, in cases in which there is a steep occlusal plane, that 
is, when this plane is at a larger angle to the Frankfort plane, the vertical move- 
ment is predominant and the orthodontist will be disappointed with the effect 
of his treatment of distoclusion. 
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Fig. 13.—Patient H. H.-G. Appliances: lingual arch, followed by activator. Teleradiographs 
before and after treatment. 


Fig. 14.—Patient H. H.-G. Diagram of the changes which took place in the area of the 
dentures. 
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Fig. 15.—Patient B. H. Since an upper alveolar protrusion existed, the teeth 4]|4 in 


the maxilla were extracted, and after both arches had been expanded the upper canines and 
incisors were moved backward. Teleradiographs before and after treatment. 


Fig. 16.—Patient B. H. Diagram of the gnathometric examination. 
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Finally, I would like to discuss briefly the advantages and disadvantages 
of functional orthopedics which have been observed during the course of many 
years: 


Advantages of Functional Orthopedics 


1. It is without doubt the most sparing method. If used correctly, 
no decalcified areas on the necks of the teeth or damage to the perio- 
dontal tissues are to be expected. If used incorrectly, however, it is 
doubtless possible to do damage with functional orthopedies. 

2. The method can be used during all stages of the development of 
the dentition. It can be used with greatest advantage during the 
change of dentition, for then the natural growth impulses of the erupt- 
ing teeth can be utilized and the teeth can be guided to the right spot 
by the inclined planes of the activator. Brief checkups are necessary 
approximately every four to six weeks to catch the erupting teeth at 
the right time. 

3. Several movements in all three dimensions can be carried out 
simultaneously, at the same time also carrying out alveolar movements 
of the teeth and influencing the centers of growth of the joint. 

4. At every stage of treatment there are flowing connections in all 
three dimensions without disturbance of the articulation. 

5. Onee the patient becomes accustomed to the appliance, the 
functional orthopedic method of treatment does not seriously disturb 
the young patient since during school time, during meals, and also 
during many hours of the day the activator is not worn. I advise that 
the activator should be worn at night and three to four hours daily. 


Disadvantages of Functional Orthopedics 


1. Not all problems can be solved with functional orthopedies. 
The claim that every condition could be treated with this method, 
which was first put forward with great emphasis by some representa- 
tives of the profession, is not justified. To be able to treat all cases 
occurring in our field, it is necessary sometimes to use active methods 
alone or in combination with the activator. 

2. Furthermore, the slowness of the alveolar movements, especially 
buccal movements of the teeth to expand the upper and lower arches, 
is a definite disadvantage. Frequently the distoclusion or the lateral 
occlusion of the mandible has already been corrected by development 
in a forward or transverse direction before, for example, the retrusion 
of the upper incisors and vertical deviations have been corrected. In 
other cases the adjustment of the occlusion is retarded because the 
upper jaw is not yet prepared to receive the lower jaw as the result, for 
example, of an inward inclination of the upper incisors in eases of ex- 
cessive over-bite or of a pronounced crowding of the upper incisors. 
This difference in the time required for alveolar adjustment in com- 
parison to mandibular adjustment often creates a necessity for initial 
treatment with active appliances. 
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3. Another disadvantage is the difficulty encountered by mouth 
breathers in using the appliance at night when the mouth-breathing 
is linked with an abnormally narrow nasal passage and a pathologically 
high palate. In other cases of mouth-breathing, in which the child can 
breathe through the nose but, due to the anomaly, the lips fail to close 
and hence cause mouth-breathing to be adopted, the activator can be 
used without complaint and, after one-half to one and one-half years, 
ean lead to adjustment of the distoclusion and to closing of the lips 
with normal respiration. 

4. The activator is of little avail in cases of locked bite, since 
during the daytime the mandible is always brought back into its locked 
abnormal position. The day plates which have been recommended for 
eases of locked bite impart completely heterogenous influences which 
must be unfavorable for growth and adjustment. 


5. In Class I eases (neutroclusion) the activator is of little use, 
since the motor is missing, which is represented in eases of distoclusion 
by the retractor muscles and in eases of mesioclusion by the protractor 
muscles. In these cases active appliances are more favorable and lead 
to quicker results. 

6. A very big disadvantage is the appliance’s removability. With 
this method it is essential that the patient cooperate and that the 
parents can be relied upon to check him. The degree of reaction is 
linked very closely to the time of accustoming. 


TABLE II, TREATMENT OF 123 CLASS II, DIVISION 1 CASES 


| DEGREE OF REACTION 


MANNER OF TREATMENT | n 
Activator exclusively 102 


Activator after active 
treatment 21 


Totals 123 34 


In this connection, I have made a very interesting observation on a group 
of 123 Class II, Division 1 cases of my practice (Table II). The adjustment 
of full distoclusion by the breadth of one premolar during a period of twelve 
months was considered very favorable (++), adjustment over a period of 
twenty-four months it was still favorable (+). As can be seen from the sum- 
mary, a total of eighty-seven of the 123 cases fell within the first and second 
categories. In thirty-six cases the adjustment of the occlusion took place so 
slowly and the alterations were so slight that the treatment could not be con- 
cluded by the activator in a practical period of time. 

It ean be assumed with certainty that success with functional orthopedic 
methods depends more on close cooperation than on differences in the constitu- 
tional degree of reaction. Only if it is possible to accustom the child increas- 
ingly to the appliance during the first weeks and months, so that he no longer 
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loses the activator, can successful treatment be expected. The more quickly the 
child gets used to the appliance, the better. To achieve this object, it is useful 
to advise that the activator be worn as much as possible during the daytime. 

If bad habits are not dropped beforehand, little suecess may be expected 
from the treatment. On the whole, the suggestive influence of the orthodontist 
is of great importance in this, although it must be admitted that even he cannot 
overcome the difficulties of an incompetent education, such as insufficient super- 
vision by the parents or residence in a boarding school. Hence, the primary 
prerequisite for success is that the patient become accustomed to the activator 
as quickly as possible. Constitutional differences in the degree of reaction have 
been observed very rarely. Differences in age also appeared to make little dif- 
ference during the usual span of years for treatment between the ages of 6 and 
15. However, the period of change of the dentition has always proved itself 
to be a stage of especially pronounced reaction. 

Finally, I would like to make a few short remarks on the “manipulation”’ 
of the appliance. The difficulty of the method lies in the space planning and 
the exact adjustment of the inclined planes, which is achieved by taking away 
or by adding gutta-percha or wire springs. A serew with a fine thread has 
proved the most reliable method for bridging the medium or buceal gap. Such 
a serew is stronger and therefore better than a Coffin spring. The upper and 
lower labial arches give the possibility of exerting several influences, such as 
retrusion movements of the upper incisors, to keep away the lips when it is 
desired, to carry out protrusion movements of the incisors and, in conjunction 
with such movements, to rotate the anterior teeth by means of little springs. 
In all aspects there is fundamentally a transmission of pressure instead of an 
application of pulling forces. Tooth movements in the direction of the dental 
arch can be carried out by means of interdental springs approaching from the 
inside or outside or by appropriate bending of the labial arch. Gaps ean be 
closed or opened to allow the eruption of retained teeth by means of distal or 
mesial movements of the neighboring teeth. Springs can move the teeth in a 
buceal or lingual direction much as they do in connection with the lingual arch 
and the active plate. 

To conclude this short report of experiences, I would like to say that fune- 
tional orthopedics has brought especially good results in the treatment of the 
compression anomalies with distoclusion (Class II, Division 1) either alone or 
together with active appliances. These results stand comparison with those 
achieved by any other previous methods of treatment used by the profession. 
More important than this method and its appliances, of course, are the ability 
and experience of the orthodontist who must be a master capable of playing on 
this instrument! 
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PRACTICAL ORTHODONTICS 


JoHN C. McGuire, D.D.S., Evanston, IL. 


S THE title implies, this brief article has to do with orthodontics without 

the frills—the method of orthodontics that has been used in my office 
for many years. There is no attempt to establish means, averages, or angles. 
Rather, this is a brief discussion of the application of the edgewise mech- 
anism, with modifications, as mechanical therapy in the treatment of mal- 
occlusion. 

In 1928 Dr. E. H. Angle gave to the orthodontic profession the edgewise 
mechanism. His accurate and definite description of the mechanism was pub- 
lished in the dental journals of that time. 

Soon after the articles were published, the appliance was introduced in 
schools and seminars over the country. The technique advised at that time 
was the separation and banding of all teeth in so far as possible. Then 
measurements were to be made of all the units banded from molar to molar 
for the purpose of constructing ideal arch wires for both mandibular and 
maxillary arches. These arch wires were to be engaged in as many brackets 
as possible, so that movement of many teeth could be effected concurrently. 
The theory seemed very promising. Some difficulties were encountered, how- 
ever. Some of these difficulties will be pointed out here. 

A large percentage of malocclusion cases to be treated fall within the 
Class II, Division 1 category. The characteristics of this class are well known 
to all orthodontists. The whole maxillary arch is mesial to the mandibular 
arch. The maxillary anterior teeth are protruded or inclined labially. The 
mandibular anterior teeth are elongated and frequently tipped either lingually 
or labially. The break in the arches is usually in the euspid-lateral incisor 
area. The curve of Spee is exaggerated. The normal function of the lips is 
definitely impaired. The buccal segments of teeth in both arches are tipped 
lingually, thus creating narrow arches. The teeth of the buccal segments are 
also tipped mesially and perhaps rotated. 

With all teeth banded and an ideal edgewise arch wire seated in as many 
brackets as possible, the first reaction is the movement of the mandibular 
anterior teeth labially, or ‘‘off the ridge,’’ since that is the weakest area of 
the alveolar process. Another disturbing factor is the fact that, with so many 
teeth banded and the arch wire placed in all the brackets, the mandibular pre- 
molars are raised slightly out of their sockets, thus weakening the anchorage 
that should be maintained in the mandibular arch. 
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In the maxillary arch, with the protruded anterior teeth banded and an 
edgewise arch seated in these brackets, the immediate reaction is a slight 
movement of the roots of those teeth labially, regardless of the retraction 
force that may be applied. Hence, there is a tendency toward bimaxillary 
protrusion. 

The concomitant results of the labial movement of anterior teeth in both 
arches very probably caused the era of high percentage of tooth extraction 
in the treatment of malocclusion. Various types of appliances, improperly 
used, produce the same labial displacement of the anterior teeth. Could it be 
possible that the labial displacement of the anterior teeth in both arches by 
improper artificial means may be the cause of so many operators thinking that 
Nature has placed too many teeth in the human mouth and that the arches 
should be shortened by extracting certain units? Errors on the part of Na- 
ture are not very frequent. 

To be sure, there are malocclusions in which extraction is indicated if a 
satisfactory esthetic result is to be obtained, but these are relatively few (per- 
haps 5 per cent) and they are mostly in patients 15 or 16 years of age or 
older. In fact, one of the ardent proponents of extraction for correction of 
malocclusion stated in one of his articles some years ago that he ‘‘rarely ex- 
tracts in patients under 16 years of age.’’ 

When the crowns of the permanent teeth have erupted they are full 


grown, that is, they are of adult size, but the child’s face is not. Have we 
forgotten the periods of ‘‘growth and development’’ that were so emphasized 


in the literature a few years ago? 


Complete x-ray pictures of both arches are essential for diagnosis, but 
they constitute a picture of today and do not indicate the full potentialities 
of growth and development. 


I recall an oft-repeated admonition by one of my able instructors: 
‘‘Gentlemen, look at your patient.’’ The clinical orthodontist may look at 
lines and charts drawn from pictures, but nothing, absolutely nothing, indi- 
cates to him so definitely the nature and extent of the defects that he is at- 
tempting to correct as looking at the patient. 

In the development of malocclusions, the teeth in the buccal segments 
of the maxillary arch usually adjust themselves to the malpositions of the 
teeth in the mandibular arch, since the maxillary teeth erupt later, and become 
locked in malocclusion. One of the first efforts of the operator should be the 
unlocking of these malpositions so that the distal movement of the upper arch, 
at the right time, can be effected. 


TREATMENT OF CLASS II MALOCCLUSION 


Since the teeth of the lower arch form the base of the occlusion, it is well 
to begin with the lower arch and with the buccal segments, not disturbing 
the anterior segment until, by proper timing, some space has been gained. 
At the outset, separating wires should be placed in the mandibular buccal 
segments only, thus creating as little mesial or forward pressure as possible. 
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Accurately fitted bands should be placed on the first and second premolars 
and first molars. The second molars, if they have erupted sufficiently and if 
the curve of Spee is exaggerated, should also be banded. 

As pointed out in a previous paragraph, the teeth distal to the cuspids are 
tipped mesially and also lingually. The rectangular tubes on the molar bands 
should be placed at right angles to the long axis of the teeth, or parallel to 
the occlusal planes of these teeth. The brackets of the bands on the pre- 
molars should be placed parallel to the long axis of these teeth. 


Fig. 1. 


Fig. 2. 
Figs. 1 and 2.—Appliance setup at beginning of most cases, that is, edgewise arch wire in 
mandible and ribbon arch wire in maxilla. 

An edgewise arch wire should now be placed to engage the brackets and 
rectangular tubes whose action is that of setting these teeth in upright position. 
Stops are not placed on the arch wire as yet. The arch wire should be lightly 
ligated to the cuspids or lateral incisors to prevent bending. 

It should be remembered that the apices of the roots of these buccal teeth 
are in approximately the right position for the patient and that the arch wire, 
when first placed, should be practically passive. The torque of the wire should 
be carefully adjusted at subsequent sittings, so that the buccal segments will 
be tipped buccally along with the distal tipping as described above. 
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It is now time (and timing throughout the treatment is very important) 
to consider the maxillary arch. If the second molars, both mandibular and 
maxillary, are fully erupted in occlusion (malocclusion) and the curve of 
Spee is pronounced, the distal cusps of the first and second mandibular molars 
are elevated and present inclined planes that lock the maxillary molars in 
mesial occlusion. The maxillary second molars should be banded, rotated 
bueeally, and tipped distally by means of rubber bands until they are in favora- 
ble cusp relation. Bands on maxillary second molars should now be removed. 


Fig. 3. Fig. 4. 


“i584 


Fig. 5. 
Figs. 3 to 5.—Case 1584, an 18-year-old male patient with a Class II, Division 1 maloc- 
clusion. The four third molars were removed before treatment began. Treatment time was 


twenty months. Retainers used were a Hawley retainer in the maxilla and a fixed retainer 
with first premolars banded in the mandible. Note position of cuspids. 


Bands should then be placed on maxillary first molars, with lingual ex- 
tension wires extending to the embrasure between cuspid and first premolar. 
With these, premolars can be controlled and the arch can be widened, as it 
must be, when moving distally to assume a Class I relationship with the man- 
dibular arch. 


The maxillary first molars should now be rotated and tipped distally. 
The lingual extension wires can be adjusted to control the premolars when 
indicated. In some instances it may be necessary to band the premolars, 
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particularly in older patients. The adjustable molar bands may be used in 

the maxillary arch, and the lingual extension wires may be soldered directly 
to the end of the screw post. Other types of bands, of course, may be used. 

The ribbon arch wire is used in the maxillary arch in the first few months 

of treatment, even though the anterior teeth are then banded with edgewise 

tie bracket bands. The anterior segment of the arch wire is replaced in the 

latter part of treatment with a section of edgewise wire, 0.022 by 0.0028 inch, 

for rotations and to complete positioning of the maxillary anterior teeth. 


Fig. 6. 


Fig. 8. Fig. 9. 
; Figs. 6 to 9.—Case 2399, a 15-year-old boy, 6 feet tall, with a Class II malocclusion and 
bilateral cross-bite. Treatment time was twenty-four months. No premolars were lost. A 


Hawley retainer was used in the maxilla and a fixed retainer was used in the mandible, with 
the first molars banded. 


No effort should be made at the outset to position the anterior teeth. The 
effort should be directed toward placing the posterior teeth in correct mesio- 
distal and buccolingual positions. It is then that spaces will begin appearing 
in the cuspid-lateral incisor areas. It is then that the bite is being opened. 
It is then that the anterior teeth of both arches can be banded if need be, 
rotated, and tipped into their proper positions. It is then that we see little 
need for extractions except in a very few of the older patients. 

In the December, 1957, issue of the AMERICAN JOURNAL OF ORTHODONTICS 
there appears an editorial by H. C. Pollock entitled ‘‘The Backswing Is the 
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Thing.’’ The following quotation is quite apropos: ‘‘More swings are on 
the way toward cephalometries, serial extraction, and the positioning of the 
lower incisors. . . . If correspondence is any criterion the simplification of 
orthodontic treatment is a swing now most ardently hoped for.’’ 


The backswing is already on the way. The plan of treatment described 
in this brief article is not new. It has been in use for more than twenty-five 
years by some orthodontists. It is a plan easily applied, and it is efficient as 
regards both total time consumed in treatment and results obtained. 


Figs. 10 to 15.—Case 1928, a boy aged 12 years 1 month. Treatment was delayed several 
months. Why? Treatment time was eighteen months, and the treatment plan was that 
described in the text. Finished models are shown some months after removal. of all appliances. 
A lower retainer, of the type usually employed, was used with the first premolars banded. 
No teeth were sacrificed. 


| 
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In those relatively few cases in which extraction may be indicated, the 
edgewise appliance is the choice of many operators for closing the spaces 
caused by extraction. 

It is needless to emphasize the value of a broad education for a profes- 
sional man in the fields of science, literature, and art. One dealing with human 
anatomic defects should also know anatomy, histology, and physiology and 
have some conception of art and of mechanical principles. These are the 
fundamentals necessary for assessing the problem that is before him. 


CONCLUSIONS 


1. It is my considered opinion that since nearly all students who enter 
graduate schools of orthodontics will be engaged in clinical orthodontics, 
more and more emphasis should be placed on diagnosis (that is, how the 
malocclusion developed) and then where and how to begin the correction. 


2. There is very little, if any, place for mathematics in orthodontics. 


3. Anthropology and anthropometry may be of interest, but most of the 
effort should be directed toward orthodontics. 

4. Yes, the backswing is already on the way. May it help in bringing 
about a more realistic and conservative approach toward orthodontic prob- 
lems. 


5. Students of Dr. Angle sometimes heard him use the term ‘‘horse 
sense.’’? That term may seem a bit plebeian, but after one has learned the 


basic sciences there is still need for a generous application of ‘‘horse sense”’ 
in dental orthopedies. 
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HANDICAPPING LABIO-LINGUAL DEVIATIONS: 
A PROPOSED INDEX FOR PUBLIC HEALTH PURPOSES* 


Harry lL. Draker, D.D.S., M.P.H.,** AuBany, N. Y. 


HIS is a preliminary report on a proposed index of handicapping labio- 

lingual deviations (HLD Index) which has been developed and is currently 
undergoing extensive field testing in our Sereening Centers with a primary 
effort to collect data for statistical evaluation. The need for such an index has 
been felt for a considerable time. 

When New York State’s Dental Rehabilitation Program started in 1945, 
questions of eligibility and qualifying criteria for acceptance in the program 
were among the first problems which the Dental Bureau had to face. This was 
accomplished with the help of an Advisory Board. Bushel and Ast! state that 


‘‘In arriving at a workable classification of handicapping maloceclusions, the 
Advisory Committee realized early that they could not be too specific or precise 
in their definitions of handicapping malocclusions because of the infinite number 
of variations possible in malocclusion, and particularly, the individual varia- 
tions in what constitutes a handicap. It was not possible to arrive at any 
definition which included simple objective criteria for evaluating the psycho- 


logical as well as physical factors that create a physical handicap.’’ The pro- 
posed HLD Index is an attempt to obtain a method which will complement and 
perhaps substitute for clinical judgment which, although useful to a degree, 
is vulnerable because it is entirely subjective. In speaking of ‘‘handiecapping 
maloeelusicns,’’ from a publie health point of view, it would appear that the 
presence or absenee of a demonstrable handicap is the only factor of public 
health interest. In our preoccupation with the definition and classification of 
‘‘maloeclusion’’ however, we have lost sight cf this, our primary objective. 
What is needed by the public health dentist, then, is an administrative tool, 
such as an index. In econtradistinction, the orthodontist requires a classification 
as a diagnostic tool. The distinetion between the two appreaches is basic to our 
considerations. Furthermore, the concept of ‘‘handicapping malocelusion’’ seems 
to require further elucidation. 


Read before the Dental Health and Maternal and Child Health Sections of the American 
Public Health Association’s annual meeting in St. Louis, Missouri, Oct. 28, 1958. 


*Reprinted from The Bulletin of the American Association of Public Health Dentists, 
Vol. 18, No. 4, December, 1958. Revised by the author, February, 1960. 


**Assistant Director, Bureau of Dental Health, New York State Department of Health, 
Albany, New York. 
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‘*Occlusion’’ refers to a functional rather than stationary relationship. 
This may account for some of the difficulties encountered. 

A ‘‘malocelusion’’ implies a diagnosis, arrived at by consideration of 
etiology and differential diagnosis. An orthodontic handicap should be far 
easier to detect, because it is disfiguring. 

From a review of the literature, moreover, it would appear that all ortho- 
dontists themselves do not necessarily agree on a definition of malocclusion. 
Consequently, many classifications and systems suggested have only led to 
partisanship, and no one would be more emphatic than orthodontists themselves 
on the lack of universal acceptance of any one system. 

In the belief that proper classification of malocclusions would yield an 
index usable for public health purposes, a great deal of work has been done 
by numerous workers. | 


Moyers,” lists nine such proposals and concludes: 


Those who think it will be a simple matter to propose an occlusal index, analogous to 
the DMF or similar ratios of carious activity, are naive, blessed with amazing hope or bur- 
dened with very little knowledge about the origin of occlusal dysfunction. 


It is not without significance that all attempts to date have been concerned 
with the occlusion, and not with the handicap. What a public health ad- 
ministrator requires, however, is not specialized knowledge of this nature, but 
a clear-cut yardstick, a sereening device, which will enable him to demonstrate 
the presence or absence of a handicapping condition, and perhaps measure its 
severity. 

This was clearly pointed out by Hagan,* who said ‘‘Undoubtedly a large 
percentage of persons with occlusions departing from ‘normal’ that the clinical 
orthodontist views as needing treatment are not public health problems. Con- 
versely, a public-health assessment of orthodontics need not be satisfactory to 
the clinician. Obviously, some other measure, or perhaps a combination of 
measures, is needed in order to describe adequately the public health problem 
of malocclusion.’’ This view is seconded by Moyers,? who states, ‘‘Suech an 
index when developed should be based on use by a family or public health den- 
tist and not by an orthodontic specialist.’’ A handicap is a condition that is 
usually observable. As such, it should lend itself to objective description. 

What constitutes a ‘‘handicap”’ is moreover usually defined in the enabling 
laws on whieh public health rehabilitation programs are based. In turn, the 
law presumably derives its standards from the definition proposed by the Inter- 
national Society for the Welfare of Cripples, which reads :* 

A cripple is one whose activities may become so far restricted by loss, defect or de- 
formity of bones or muscles as to reduce his or her normal capacity for education and 
self-support. 

With regard to orthodontic conditions, much has been made of their psycho- 
logical implications. Psychological trauma from oral conditions should not be 
entirely discounted. Unfortunately, there do not seem to exist at present any 
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data or methods which would enable us to measure the psychological damage 
which an untreated malocclusion is capable of causing. Consequently, the re- 
actions of the patient’s social environment toward him, i.e., the factors pri- 
marily responsible for group acceptance in school or job, would seem to deserve 
more weight in the determination of the handicap than a possible psychological 
trauma produced, e.g., by a maxillary protrusion. 


Social acceptance in school or on the job is often influenced by the physical 
appearance of the individual. This may be measured by the HLD Index which 
measures factors causing disfigurement. 


It seems possible that there is a direct relationship between the absence of 
an index and the paucity of public health orthodontic programs. Young® is 
the latest but by no means the only public health dentist to express the belief 
that development of orthodontic public health programs has been delayed be- 
cause ‘‘the results of dental research have not provided practical methods of 
sereening children to determine eligibility for orthodontic care. 


‘Consequently, administrators of Crippled Children’s Service Plans hesi- 
tate to embark on a program in which care is expensive and of long duration, 
and for which little is known about the total patient load.’’ He concludes that 
‘*better methods for detecting and diagnosing orthodontic defects for this pur- 
pose must be developed.’’ 


A list of requirements for such an index was supplied by Jamison and 
MeMillan® as follows: 


1. It should be simple, accurate, reliable and reproducible. 


2. It should be objective in nature and yield quantitative data which may be ana- 
lyzed by current statistical methods. 


. It must be so designed as to differentiate between handicapping and nonhandi- 
capping malocclusions. 


. The examination required must be one that can be performed quickly, even by 
examiners without special instruction in orthodontic diagnosis. 

. It should lend itself to modification for the collection of epidemiological data 
regarding malocclusion other than prevalence, incidence, severity; e.g., frequency 
of malpositioning of individual teeth. 


It would seem that an index based on the above list would gain in prac- 
ticability and value, if it also included the following requirements: 


6. It should be usable on either patients or study models. 


7. It should measure the degree of handicap, if any, and avoid classifying ‘‘ mal- 
occlusion. ’’ 


The last requirement may strike the orthodontist as rather unusual, since 
he is used to thinking in terms of malocclusion. Yet, it is submitted that the 
term ‘‘occlusion’’ or ‘‘malocclusion’’ is not satisfactory for purposes of public 
health, for the reasons cited. 


Our interest is centered on the identification of a handicap, having in mind 
the statement developed at the White House Conference on Child Health and 
Protection’? which reads: 


4 
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A sound principle would seem to be to try to establish empirically the point, with re- 
spect to each trait under consideration, at which some definite handicap or dysfunction begins 
to be associated with the extreme variation. 

In determining the presence or absence of a physical dento-facial handicap, 
this definition has been accepted. An extreme deviation from the ‘‘norm”’’ is, 
therefore, considered a handicap. 

To be applicable to an index, this would necessitate two further steps: 
(1) a determination of the ‘‘norm,’’ and (2) a list of those labio-lingual devia- 
tions from the ‘‘norm’’ which experience has shown to be grossly handicapping. 
Out of these considerations, then, would come an index of HANDICAPPING 
LABIO-LINGUAL DEVIATIONS (HLD Index). This index may be expected 
to yield prevalence data if used in screenings. It is believed to be of value also 
in determining the rating of an individual ease. 

Orthodonties is an art as well as a science, and to both fields a fictitious 
norm is nothing new. The artist seeks to achieve perfect beauty, having in 
mind a standard, a ‘‘norm,’’ which he may try forever to realize. It may not 
exist in real life, but it is very important to him. It is the ‘‘norm’’ by which 
he judges his efforts. 


The anatomist describes a ‘‘normal’’ pair of lungs, but he will never see 
it on the dissection table. His ‘‘norm’’ concept is fictitious, but nevertheless 
essential to his work. 

Even mathematical science makes use of a fictitious norm concept. If 
Fisher speaks of statistics as the ‘‘science of variations,’’ then he presupposes 
the existence of a norm against which variation is measured. This norm is 
fictitious and assumed, not real. 


‘ 


In orthodonties too, it is submitted that a fictitious ‘‘norm’’ coneept is 
essential to the therapy of malocclusion. Indeed, it is further submitted that 
no orthodontist could practice without it. This was clearly recognized by Simon’ 
who, more perhaps than any other great orthodontist, has taken a stand on the 
issue of the orthodontic ‘‘norm.’’ His final conelusion was that ‘‘the norm con- 
cept is a necessary and useful fiction.’’”® Moreover, its usefulness to dentistry 
clearly transcends the speciality of orthodonties. 


Prosthetic dentistry and orthodonties are unthinkable without it. To 
illustrate, one only has to remember the plight of any dental student first learn- 
ing to master his denture set-ups. His dentures become acceptable to the degree 
to which they approach this fictitious ‘‘norm.’’ There is little doubt, therefore, 
that a universal norm concept is indeed in daily widespread professional use 
throughout the world, and is generally accepted. So definite is the mental pic- 
ture of this norm that prosthodontists pride themselves on purposely introduced 
irregularities and ‘‘deviations from the normal’’ which alone make a denture 
‘‘lifelike’’ and ‘‘other than standard.’’ | 


Since all orthodontists are dentists before they specialize, they acquire this 
norm concept early in their basic training, and no matter what school of 
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diagnosis or treatment they follow in their practice, they bring to it a yardstick 
common to them all. 
The question remaining therefore is reduced to a determination of what 
oral conditions deviate from an accepted norm to such a degree as to constitute 
a physical handicap. This is made easier for us to do because the handicap 
ean be perceived, though not defined, by those unskilled in orthodontic con- 
siderations. 
The terms used in the HLD Index hardly require explanation. There is, how- 
ever, a new term introduced which has not, to the best of my knowledge, pre- 
viously been used in dental literature. This is the concept of ‘‘labio-lingual 
spread.’’ The directions for the use of the index fully explain its meaning and 
how this measurement is obtained. 
The index has initially undergone the following tests: 
1. Simplicity (time required): The average time needed for measure- 
ment was three minutes. 

. Reproducibility of measurements between examiners: In a total of 
517 measurements, there was agreement between examiners as fol- 
lows: 


100 per cent in 40 per cent of cases 

Above 90 per cent but below 100 per cent in 19 per cent of cases 
Above 75 per cent but below 90 per cent in 21 per cent of eases 
Below 75 per cent agreement in 19 per cent 

No eases had less than 50 per cent agreement 


. Validity: In a blind check run against clinical determinations of 
acceptability in the program, a total of 272 clinie cases were checked 
with an average of about 80 per cent correlation. 


SCORE SHEET 


PRINT Examiner: 
Patient’s name: Recorder: 


CONDITIONS OBSERVED HLD SCORE 

. Cleft palate Seore 15 
2. Severe traumatic deviations Seore 15 
3. Overjet in mm. 

. Overbite in mm. 

. Mandibular protrusion in mm. 

3. Open bite in mm. 

. Ectopic eruption, anteriors only, each tooth 

. Anterior crowding: Maxilla: Mandible: 

. Labio-Lingual Spread, in mm. 

TOTAL 


A SCORE OF 13 (tentative) and over constitutes a PHYSICAL HANDICAP. 
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As the score sheet shows, the index initially made use of weighting factors 
developed by trial and error. It was soon felt, however, that a weighting 
scale of greater accuracy could be obtained by statistical calculations. For this 
purpose, unweighted measurements were obviously required. The collection of 
millimeter measurements without weighting factors has been in progress, there- 
fore, since early 1959 and is continuing. 

Preliminary statistical evaluation futhermore pointed up the inadequacy 
and lack of definition for components #7 (ectopic eruptions) and +8 (anterior 
crowding). It was hypothesized that +9 (labio-lingual spread) might be a 
more distinct and objective measure for what we intended to record. The 
HLD data sheet D-10 (Fig. 8), showing seven components only, was developed 
for this purpose, and the score sheet was abandoned. The following revised 
directions were issued in May, 1959. 


DIRECTIONS FOR THE USE OF THE HLD INDEX 


Data are currently collected to complement, and not to replace, clinical 
decisions by which eligibility in the New York State orthodontic rehabilitation 
program is determined. It is important to keep in mind that measurements do 
not constitute an orthodontic diagnosis. 


Fig. 1—From Moyers, Robert E.: Handbook of Orthodontics, Chicago, 1958, The Year Book 
Publishers, Inc. 


The three planes commonly used for orthodontic orientation are shown in 
Fig. 1. They are the basis for HLD measurements. The intention is to measure 
the presence or absence, and the degree, of the handicap caused by the com- 
ponents of the index, and not to diagnose ‘‘malocclusion.’’ The index is based 
on seven such component conditions, which will be discussed separately. All 
measurements are made with a Boley gauge scaled in millimeters, in a manner 
illustrated in Figs. 2 and 5. Absence of any conditions must be recorded by 
entering O. 


Condition +1, Cleft Palate, and Condition +2, Traumatic Deviations.— 
These are self-explanatory. In their presence, most eases will qualify for ac- 
ceptance in the New York State Dental Rehabilitation Program even if other 
conditions are absent. Such eases have formerly been described as: ‘‘maloc- 
clusions resulting from serious structural deformities menial growth and de- 
velopment of the mandible and/or maxilla.’ 


\GITTAL PLAN 
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Since the term malocclusion is believed to be unsuitable for the purposes 
of this index, a new approach was necessary. Traumatic deviations referred to 
are, for example, loss of a premaxilla segment by burns or by accident; the 
results of osteomyelitis; or other gross pathology. The presence of either cleft 
palate or traumatic deviation is indicated by an X. 


Fig. 2. 
: 
B. 
Fig. 3. 
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Condition #3, Overjet.—This is measured, as shown, with patient in centric 
relationship. As used here, the measurement could apply to a protruding single 
tooth as well as to the whole arch. (See Fig. 2.) The measurement is read and 
rounded off to the nearest millimeter. A 3.6 mm. measurement, therefore, would 
be recorded as 4, and 2.3 mm. would be recorded as 2. 


Fig. 4. 


Condition #4, Overbite—A pencil mark on the tooth indicating the extent 
of overlap facilitates this measurement (Fig. 3, 4). It is measured as illus- 
trated, rounded off to the nearest millimeter (Fig. 3, B). ‘‘Reverse’’ overbite 
may exist in certain conditions and should be measured and recorded. 


Fig. 5. 


Condition #5, Mandibular Protruston.—Measured in accordance with the 
illustration (Fig. 4) from the labial of the lower incisor to the labial of the 
upper incisor. The measurement in millimeters is entered. A reverse overbite, 
if present, should be shown under ‘‘overbite.”’ 


r 


HANDICAPPING LABIO-LINGUAL DEVIATIONS 303 
Number 


Condition +6, Open Bite——This condition is defined as ‘‘the absence of 
occlusal contact in the anterior region.’’ It is measured from edge to edge, in 
millimeters (Fig. 5). In eases of pronounced protrusion associated with open 
bite, measurement of the open bite is not always possible. In those cases a close 
approximation can usually be estimated. 


Fig. 7. 


Condition +7, Labio-lingual Spread.—This measurement is new, and there- 
fore requires a somewhat more detailed explanation. To measure labio-lingual 
spread, the Boley gauge is used to determine the extent of deviation from a 
normal-arch. In the illustration, the measurement is made from the incisal 
edge of the mandibular left cuspid to the incisal edge of the lingually locked 
lateral incisor (Fig. 6). Where there is only a protruded or lingually displaced 
anterior, the measurement should be made from the incisal edge of that tooth 
to the normal arch line (Fig. 7). Otherwise, the total distance between the 


\ 
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Fig. 6. 
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most protruded and the lingually displaced anterior is measured. The ‘‘labio- 
lingual spread’’ probably comes close to a measurement of overall deviation from 
‘‘what would have been’’ a normal arch. 

In the event that multiple anterior crowding of teeth is observed, all devia- 
tions from the normal arch should be measured for labio-lingual spread, BUT 
ONLY THE MOST SEVERE INDIVIDUAL MEASUREMENT SHOULD BE 
ENTERED ON THE INDEX. This is done to give the patient the benefit of 
the greatest deviation. Do not enter more than one labio-lingual spread meas- 
urement. 


HLD INDEX STUDY — DATA SHEET 


Location Date 


Clinical Decision by 


Case Traumatic | Overjet Mandibu- ioe Clinical 

reverse A Approv 
overbite i D Disapp 


4 


Form 0-10 (Rev. 5/59) 


Fig. 8. 


For use in screenings and epidemiological investigations, two teams or two 
operators should be used, one to make the measurements, the other the clinical 
determination. 


It is essential that clinical teams should record their decisions independently 
and apart from the team which takes the HLD measurements. Clinical decisions 
should be recorded separately. Case numbers must accurately correspond to 
case numbers on the HLD Data Sheet D-10. All computations will be made in 
the statistical unit in the Central Office in Albany. 


Volume HANDICAPPING LABIO-LINGUAL DEVIATIONS 
umber 


Codes Used.—The following codes are used: 
O = Condition absent 
= Condition present 
M Mixed dentition (to be indicated if present) 
= Clinical approval 
D Clinical disapproval 


SUMMARY 


1. ‘‘Labio-lingual deviations’’ from a fictitious norm rather than the state 
of ‘‘ocelusion’’ are of epidemiological importance in establishing prevalence 
rates for physically handicapping orthodontic defects, and degree of the physical 
handicap. 

2. These deviations are measurable in definite units. Measurements are 
simple, objective and reproducible. 

3. A method for using these measurements as an epidemiological index is 
presented. 


4. The index can be applied to both patients and models without need for 
special equipment. 

5. The index yields a cut-off point for program acceptance which can be 
adjusted to correspond to budget changes without abandoning objectivity of 
measurements. 


CONCLUSION 


It would appear that the HLD Index, when perfected, will allow epidemio- 
logical separation of handicapping labio-lingual deviations from lesser ortho- 
dontie conditions. With its help, prevalence data should become available to an 
agency interested in procuring them. 
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Facial Variation in Shell Mound Indians: A Roentgenographic Cephalometric 
Study: By Henry Perry Hitcheock, University of Alabama School of 
Dentistry, Birmingham, Alabama. 


Forty-eight skulls of Shell Mound Indians, 4,000 to 5,000 years old, were 
x-rayed in norma lateralis. There were twenty-six male skulls and twenty-two 
female skulls. Angular measurements of teeth and jaws were obtained for 
the two groups. Means, minimum to maximum variations, and standard devi- 
ations were obtained for twelve angular measurements and one linear measure- 
ment. 


Female skulls had a slightly more retrognathic profile, more procumbent 
and more protruding teeth, a larger Frankfort-mandibular plane angie, and a 
larger gonial angle. Both groups showed bimaxillary alveolar and dental 
prognathism. 


The measurements which showed the least difference between male and 
female averages were the relation of the AB plane to the facial plane, the cant 
of the occlusal plane, and the lower incisor to the mandibular plane. All of 
these measurements involve tooth relationship, either directly or indirectly. This 
might be an indication that, although .genetically the bony structure was 
different for male and female, the environment (gritty food), being the same, 
stimulated alveolar bone growth and influenced tooth position in a similar 
manner for both males and females. 
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Cinefluorographic Studies of the Masticatory Movements of the Human 
Mandible: By John J. Scully, University of Illinois, Chicago, Illinois. 


As a result of widespread interest, there have emerged two main lines of 
thought regarding the functional activity of the temporomandibular joint. 
One holds that the mandible acts as a third-class lever in which the fulerum 
is at the point of contact of the condylar head with the articular surface of 
the glenoid fossa of the temporal bone. The other maintains that the mandible 
functions by a nonlever action, the bolus of food being acted upon by the 
synchronous activity of the muscles of mastication. The present investigation 
employed cinefluorography with image intensification in an attempt to gain 
further insight into certain masticatory movements of the human mandible. 
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Five adult subjects who had complete natural dentitions with normal 
function and who exhibited no significant malocclusions or temporomandibular 
joint symptoms were studied. Cineradiographie pictures of the right temporo- 
mandibular joint were taken of each patient during the opening and closing 
of the mouth and during the chewing of (1) Grape-Nuts and (2) steak. During 
the mastication exercises, the functioning side as well as the nonfunctioning 
side was photographed. The film of each subject was examined, frame-by- 
frame, and a template system of tracing was employed to record the ‘‘empty’’ 
opening and closing movements, with the ‘‘functioning’’ and ‘‘non-function- 
ing’’ masticatory movements involved in the chewing of Grape-Nuts and 
steak. 

In the ‘‘empty’’ opening and closing movements and in movements on the 
nonchewing side, the condyle proceeded downward and upward in the same 
path. While chewing Grape-Nuts and steak, however, the condyle moved up- 
ward on a path inferior to the opening or downward movement. After the 
completion of a variable number of masticatory strokes, the path of closure 
was the same as the path of opening. Deviations of the condyle were more 
uniform when the subjects were chewing steak than when they were chewing 
Grape-Nuts. 

As the mandible closed the bolus seemed to cause a deviation of the 
condyle, and as the food became more and more macerated the deviation of 
the condyle became less, until no discrepancy existed between the opening and 
closing paths. It appeared that as the teeth began to crush the food the bolus, 
rather than the condylar head, became the fulerum. 

These findings lead to the conclusion that the mandible cannot be thought 
of as a pure third-class lever, since this would demand an area of pressure be- 
tween the condyle and the fossa on the functioning side. However, it must 
be remembered that the condyle on the nonfunctioning side, maintaining pres- 
sure with the articular eminence throughout the closing stroke, does exercise 
a control over the functional side in the mediolateral movement. To this 
extent, this side acts as a lever of the third class while the functioning side, 
with the fulerum at the food bolus, becomes a lever of the second elass. If 
this is the case, the opinion that the muscles, rather than the joint, are 
responsible for varied mandibular movements appears to be correct. 


Physiographic Cinematography: By Robert E. Rosenblum, Department of 
Orthodontics, Eastman Dental Dispensary, Rochester, New York. 


The purpose of this study was to analyze the orofacial musculature in 
funetion by means of physiographic motion pictures. A physiograph-cephalo- 
stat was constructed according to the principles set forth by Sassouni and 
Krogman. Briefly, these provide for a grid projected by a standard slide pro- 
jector upon the subject, orientation of the subject by standard cephalometric 
landmarks to the lines of this grid, and photography of the subject at right 
angles to the projector axis. 

For frontal photographs, two projectors are used, with duplicate grids to 
provide bilateral contour lines. Only one projector is used for lateral photo- 
graphs. The two projectors are arranged facing each other at the same level 
and equidistant from the midpoint at which the subject is seated. Grids of 
various sizes are being used prior to standardization. 

The essential feature of the physiograph is that the vertical lines of the 
grid fall on the subject’s face as curved lines delineating surface contour. 
These contour lines are influenced during function by contraction of the 
underlying muscles and movement of parts. Motion pictures are taken of the 
subjects performing functional exercises involving mastication of standard 
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amounts of peanuts and chewing gum and during speech. The film is analyzed 
by slow-motion projection and by tracing of selected individual frames. This 
method is particularly valuable for functional study of the perioral muscu- 
lature in maintenance of oral seal during mastication and in speech, recording 
of muscle habits, and analysis of functional changes in the soft tissue profile. 


An Electromyographic Study of Face Height in Complete Artificial Denture 
Subjects: By James L. Jensen, Northwestern University, Chicago, Illinois. 


The primary purpose of this study was to determine, by means of electro- 
myography and radiographic cephalometrics, any differences in the rest verti- 
cal dimension of the face before and shortly after the insertion of complete 
artificial dentures. The study also sought to determine any differences in the 
rest vertical dimension two to four months after insertion of the restorations. 


The subjects used in this study were edentulous, and records were taken 
during and after the construction of complete artificial dentures. All sub- 
jects were free of functional disturbances of the temporomandibular joints. 


A erystograph and an electronic integrator were used in conjunction with 
the electromyographie equipment to record minimum muscular activity. <A 
cephalostat was used to ensure constant head position while lateral cephalo- 
metric radiographs were taken. Records were taken before and after insertion 
of the complete dentures and with and without the dentures in place. 


Statistical analyses of variance were computed for some of the data. 


The following conclusions are based on observations and statistical analyses 
of the data: 


1. The variance obtained between the rest vertical dimension of the face 
and the occlusal vertical dimension was of sufficient magnitude to impart re- 
liability to the method. 

2. The analysis of variance of the electronic integrator indications, which 
are a measure of the quantity of electrical activity given off by the masseter and 
temporal muscles while maintaining rest position, reveals that there is no 
significant difference in the rest vertical dimension of the face whether the 
subjects are in or out of the cephalostat. 


3. The variance obtained between the rest vertical dimensions of the face 
before the insertion of complete artificial dentures, after wearing of the dentures 
approximately one week, and after wearing of the dentures two to four months, 
with the dentures out of the mouth and in place, was of sufficiently small 
magnitude to indicate constancy of the rest vertical dimension. 

4. When the clinically determined rest vertical dimension was compared 
with the final occlusal vertical dimension and the final electromyographically 
determined rest vertical dimension was compared with the final occlusal vertical 
dimension, it was noted that over one-half of the subjects had complete dentures 
with a greater-than-average interocclusal clearance. 
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News and Notes 


American Association of Orthodontists 


The fifty-sixth annual session of the American Association of Orthodontists will be 
held April 24 to 28, 1960, at the Shoreham Hotel in Washington, D. C. 

Arrangements are proceeding quite satisfactorily for this first annual session of the 
new decade. Your officers are making every effort to see that your time will be well spent. 

The scientific program is outstanding. Great care has been taken to select essayists, 
clinicians, and discussion leaders from here and abroad. Their presentations should be 
instructive, provocative, and even inspirational. The essay, registered clinic, general 
clinic, research, and round-table programs are being arranged so as to give you a rare 
opportunity to share and discuss mutual problems with the world’s leading orthodontists. 

Because beautiful Washington is the host city, the sightseeing and social activities 
are unusually attractive. There will be a conducted tour of the city on Sunday afternoon 
and a trip to Mount Vernon, Alexandria, and Christ Church on Monday. The ladies 
will have a specially arranged style show and luncheon on Tuesday, and there will be 
continental breakfasts on both Monday and Tuesday. We all will enjoy the Sunday night 
reception honoring our guests from abroad and the candlelight buffet that follows, as well 
as the President’s reception and dinner-dance on Wednesday night. 

Hotel facilities are excellent. In addition to the Shoreham, arrangements have been 
made with the Sheraton-Park Hotel and other hotels that are quite close. Because of the 
unprecedented demand for rooms, it would be wise to make your reservations immediately. 

In keeping with the importance of the meeting, because of the expected large attendance, 
and in order to help you gain the most possible from each contribution, closed-circuit 
television will augment the usual meeting facilities. y 

For a profitable, educational, and socially delightful experience, complete your plans 
now for Washington in ’60! 


Program Outline 
Monday, April 25 


OPENING OF THE SESSION (Terrace Room and West Ballroom) 


9 A.M. Official Opening of the Meeting. President George M. Anderson. 
Invocation. The Rev. Dr. Graham Gordon Lacy, Minister, Central Pres- 
byterian Church, Washington, D. C. 
Official Greetings to Guests From Abroad. Hon. Francis O. Wilcox, 
Assistant Secretary of State. 
Greetings, American Dental Association. C. Willard Camalier, Director, 
Washington Office. 
Address of Welcome. Hon. Robert E. McLaughlin, President, Board of 
Commissioners, District of Columbia. 
Response. William R. Humphrey, President-Elect, American Association 
of Orthodontists. 
President’s Address. George M. Anderson. 
ScrentTiFic Mretine (Terrace Banquet Room and West Ballroom) 
Honorary Presiding Officer: Hugo Thorne, President, Swedish Orthodon- 
tic Society. 
Presiding Chairman: T. M. Graber, General Chairman, 1960 Session, 
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The John V. Mershon Memorial Lecture. 
Introduction by John W. Ross. 
PROFESSIONAL AND PuBLIC RELATIONS. C. Edward Martinek 
(U. S. A.) 
ASYMMETRIES OF THE TEETH, DENTAL ARCHES, JAWS, AND SKULL AND 
THEIR ETIOLOGICAL SIGNIFICANCE. Anders Lundstrém (Sweden). 
Golden Anniversary Luncheon (Charles R. Baker presiding). Blue Room. 
Guest speaker: Sheldon Friel (Ireland). 
Albert H. Ketcham Memorial Awards. 


Presentation by L. Bodine Higley, President, American Board of 
Orthodontics. 


Recipients: Sheldon Friel, Dublin, Ireland, and Charles H. Tweed, 
Tucson, Arizona. 


The Lincoln Memorial, one of the many attractions to be seen in Washington, D. C., by those 
who attend the A. A. O. meeting there April 24 to 28, 1960. 


SciENTIFIC MEETING (Terrace Banquet Room and West Ballroom) 
Honorary Presiding Officer: Olav Slagsvold, President, Norwegian Or- 
thodontic Society. 
Presiding Chairman: Paul V. Reid, Program Chairman. 
3:15 P.M, RELEGATING TO APPLIANCES THEIR PROPER PLACE IN TREATMENT. Oren 
A. Oliver (U. S. A.). 
4:15 P.M, TISSUE BEHAVIOR DURING ORTHODONTIC TOOTH MOVEMENT. Kaare Reitan 
(Norway). 


10 A.M. | 
11 A.M. 
12:15 P.M. 
2:15 P.M. 
‘ 
& 
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Tuesday, April 26 

ScIENTIFIC MEETING (Terrace Banquet Room and West Ballroom) 

Honorary Presiding Officer: H. T. A. McKeag, President, European 
Orthodontic Society. 

Presiding Chairman: A. Frank Heimlich, Vice-President, American As- 
sociation of Orthodontists. 

ORTHODONTIC DOCTRINE AND MECHANICAL TREATMENT METHODS. C. 
Philip Adams (Ireland). 

THE IMPORTANCE OF AN ACCURATE ANALYSIS IN ORTHODONTIC DIAGNOSIS 
AND TREATMENT PROCEDURES. Charles H. Tweed (U. S. A.). 

First Business Meeting. Terrace Room. 

Ladies’ Luncheon and Style Show. Blue Room. 

Past Presidents’ Luncheon. Tamerlane Room. 

RESEARCH SECTION, AMERICAN ASSOCIATION OF ORTHODONTISTS. 

Honorary Presiding Officer: Francis A. Arnold, Jr., Chief, National 
Institute of Dental Research, Department of Health, Education and 
Welfare. 

Presiding Chairman: Herbert I. Margolis, Chairman, Research Committee, 
American Association of Orthodontists. 

Milo Hellman Research Award. Prize-Winning Essay. 

Report of the Second Cephalometric Workshop. J. A. Salzmann, Chairman, 
Second Cephalometric Workshop Committee (U. S. A.). 

Condensed Research Reports. (Ten-minute illustrated reports on current 
or recently completed research projects in orthodontics and as- 
sociated fields. In addition to the usual fine reports by men in this 
country, there will be a number of contributions by our eminent 
guests from abroad—Karl Haupl, Germany; A. Martin Schwarz, 
Austria; Hugo Thorne, Sweden; R. B. Dockrell, Ireland; etc.) 

Wednesday, April 27 
ScIENTIFIC MEETING (Terrace Room, West Ballroom, and Bird Cage Walk) 

Presiding Chairman: Nathan G. Gaston, Chairman, General Clinics Com- 
mittee. 

9 to 11:30 A.M. GENERAL CLINICS. 

‘“Orthodontics at St. Louis University.’’ St. Louis University, St. Louis, 
Missouri (John Cross, Theron Dikeman, Thomas Holden, Guillermo 
Mazzei, James Morrow, John Watkins, and K. C. Marshall, Director). 

‘*The Community Orthodontic Clinic at St. Joseph’s Hospital.’’ Mason 
E. Seibel, Syracuse, New York. 

‘*Early Treatment.’’ L. W. Robinson, Youngstown, Ohio. 

‘*Full Appliances in One Visit.’’? John M. Jackson, Ardmore, Pennsyl- 
vania. 

‘*Practice Administration.’’ Herbert Paskow, Elizabeth, New Jersey. 

‘*New Techniques in Orthodontics With the Use of Combination Loops.’’ 
G. J. Broussard, Beaumont, Texas. 

‘¢The Spencer Atkinson Lingual Arch in Crossbite Cases.’’ S. H. Yoffe, 
Harrisburg, Pennsylvania. 

‘Facial Photographs With a Polaroid Camera.’’ B. F. Swain, Morris- 
town, New Jersey. 

‘*Class I or Pseudo Class III.’’ E. O. Rosenast, Camden, New Jersey. 

‘‘Practice Management and Office Efficiency.’’ Neal M. Roth, Jackson- 
ville, Florida. 

‘Early Treatment Theory and Therapy. A Review of Ten Years of 
Treatment of Various Malocclusions With Appliances Specifically 
Developed for Use in Early Treatment.’’ Abraham I, Fingeroth 
and M. M. Fingeroth, New Rochelle, New York. 
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‘*The Diamond Spring Arch.’’ Jack Perlow, Flushing, New York. 

‘¢An Appliance Used in Treating Open Bite Cases.’? J. H. O’Hern, 
Philadelphia, Pennsylvania. 

‘¢Research on Headcap Treatment.’’ Roger X. O’Meyer, Paris, France. 

‘¢ Automatic Hawley.’’ William E. Silver, Boston, Massachusetts. 

‘Direct Construction of Twin Wire Appliances in Sixty Minutes.’’ 
Brooks Juett, Lexington, Kentucky. 

‘¢ Adjuncts to Orthodontics.’’ Albert Signorella, New Bedford, Massa- 
chusetts. 

‘‘Let Us Look at Habits and Their Control; Objective Motivation Sug: 
gestions.’’ David J. Thompson, Elmhurst, Illinois. 

‘‘The Uses and Abuses of the Biteplate.’’ T. L. Jerrold, Hempstead, 
Long Island, New York. 

‘*Lip, Tongue and Thumb Habit Breakers.’’ ‘‘Cuspid Retractors.’’ 
‘*Make It Yourself Display Models.’’ Max R. Kadesky, Dubuque, 
Iowa. 

‘¢The Importance of the Early Recognition of Missing Bicuspids With 
Some Treatment Ideas.’’ Robert Gawley, Alhambra, California. 

‘*Distal Movement of Molar Teeth With a Removable Appliance.’’ 
Arthur Bell, Catonsville, Maryland. 

‘Variations of the Edgewise Mechano-Therapy.’’ Solomon J. Kessler, 
Newark, New Jersey. 

‘*Dynamic Functional Therapy.’’ Harry W..Tepper, Los Angeles, 
California. 

‘Results of Orthodontic Treatment Five to Twenty-Five Years After.’’ 
Abraham Lees, New York, New York. 

‘*Distal Movement of Canines.’’? Herman Livingstone, Dorchester Centre, 
Massachusetts. 


‘*Some Factors in Orthodontic Relapses.’’ Arthur L. Fern, Hartford, 
Connecticut. 


‘*The Universal Appliance at Work.’’ J. Clifford Willcox, Pasadena, 
California. 

‘*Time Analysis in Orthodontic Practice.’’ J. P. Garvey, Albany, 
New York. 

‘*Use of the Gurin Lock in Labial, Twin Wire, Extra-Oral, and Edgewise 
Techniques.’’ L. R. Gyrin, Mount Kisco, New York. 

‘*‘The Application of Electro-Surgery in an Orthodontic Practice.’’ 
R. W. Galen, Cambridge, Massachusetts. 

‘Increasing the Area of the ‘Milling Table,’ as an Aid in Establishing 
New Neuro-Muscular Habit Patterns.’’ George Orr, Jr., Lynch- 
burg, Virginia. 

‘*Stabilizing Plates for Anchorage.’’ Bruce W. Higley, South Miami, 
Florida. 

‘¢Supernumerary and Congenitally Missing Teeth and Their Problems.’’ 
Frank P. Gilley, Bangor, Maine. 

‘¢ Aids in Retention.’’ C. Paul Bonin, Boston, Massachusetts. 
‘¢Orthodontic and Prosthetic Management of the Cleft Palate Patient.’’ 
Joseph Luban and Sebastian Bruno, Bronxville, New York. 
‘¢‘The Improved Edgewise Non-Tie Bracket; Its Use and Function.’’ 

Louis J. Williams, Casper, Wyoming. 

‘Modified Indirect Technique Using Wax Collars.’’ Walter J. Sly, 
Boston, Massachusetts. 

‘¢Universal Appliance and Some of Its Variations.’’ Thorwald Eros, Jr., 
Atlanta, Georgia. 
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‘‘Results of Treatment Obtained by Functional Orthopaedics of the Jaw.’’ 
Karl Haupl, Diisseldorf, Germany. 

‘* Active Removable Plates and Functional Appliances.’’ Oscar Hoffer, 
Milan, Italy. 

‘*A Demonstration of the Begg Technique.’’ A Begg Study Group 
(Sidney Brandt, Morristown, New Jersey; Howard Diamond, New 
Brunswick, New Jersey; Willis Sage, Plainfield. New Jersey). 

‘*Some Aspects of Permanent First Molar Removals.’’ Sylvester J. 
Hecht, Red Bank, New Jersey. 

‘¢Extra-Oral Therapy.’’ Robert L. DeShong, Oil City, Pennsylvania. 

‘¢*Orthodontic Case Histories—A Synthesis of Factors in Diagnosis.’’ 
Leonard Schlossberg, Bethesda, Maryland. 

‘*Results of Removable Appliances.’’? A. Martin Schwarz, Vienna, 
Austria. 

‘*Orthodontic Management of the Cleft Palate Patient.’’ John A. 
Cooper and Ross B. Long, Lancaster, Pennsylvania. 

‘*A Simple Method of Producing Black and White Prints From 35 mm. 
Kodachrome Transparencies.’’ Howard W. Peterson, Steubenville, 
Ohio. 

‘*Analysis of Treated Orthodontic Cases.’’ ‘‘ Functional Jaw Ortho- 
pedics.’’ William Grossman, London, England. 

‘¢Mixed Dentition Treatment for the Child With Cleft Palate.’’ Lennard 
T. Swanson, Boston, Massachusetts. 

‘*Variations of the Differential Light Force (Begg, Story, Smith) 
Technique According to Tweed Treatment Principles.’’ Loyola 
University of Chicago, Orthodontic Department (Joseph R. Jarabak, 
Chairman, Staff and Graduate Students). 


12 M. RounbD-TABLE DiscuSsSION LUNCHEON (Blue Room and Palladian Room) 


Presiding Chairman: B. Edwin Erikson, Vice-Chairman, 1960 Session. 


Table Discussion Leader and Subject 
No. 
1. A. Leon Ackerman, Westfield, New Jersey: Extra-Oral Anchorage. 


C. P. Adams, Belfast, Northern Ireland: Aims of Orthodontic Teaching. 


. Philip E. Adams, Boston, Massachusetts: Labio-Lingual Applications and Variations. 
. Ernest N. Bach, Toledo, Ohio: Distoclusion and Infraclusion. 

. Walter R. Bedell, Poughkeepsie, New York: Gimmicks. 

. Henry C. Beebe, Boston, Massachusetts: Referred Orthodontic Cases. 


P. Raymond Begg, Adelaide, South Australia: Optimal Orthodontic Forces. 


. E. Allen Bishop, Seattle, Washington: Bi-Maxillary Extractions in Class II. 
. Francis M. Calmes and Victor D. Bowles, Kansas City, Missouri: The Multiphase 


Philosophy and Technique. 


. Edward A. Cheney, Lansing, Michigan: Dentofacial Asymmetries. 

. Herbert K. Cooper, Lancaster, Pennsylvania: Oral-Facial and Speech Defects. 

. Newton de Castro, Rio de Janeiro, Brazil: New Trends in Orthodontics. 

. Gerard A. Devlin, Westfield, New Jersey: Vertical Relationship of Teeth and Dental 


Arches. 


. B. F. Dewel, Evanston, Illinois: Mixed-Dentition Treatment. 

. R. B. Dockrell, Dublin, Ireland: Specialist Orthodontic Training. 

. H. Branin Jaggard, Camden, New Jersey: Case Analysis. 

. Walter M. Dunlap, East Orange, New Jersey: Professional Ethics. 

. M. D. Edwards, Montgomery, Alabama: The Transfer Patient. 

. Meyer Eggnatz, Miami Beach, Florida: Patient Cooperation—Key to Success? 

. Leigh C. Fairbank, Washington, D. C.: Orthodontic Payroll—Its Tax Problems. 
. Samuel Fastlicht, Mexico, D. F.: Open-Bite Problems. 


G. Vernon Fisk, Toronto, Canada: Post-Treatment Relapse. 
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. Robert James Gawley, Alhambra, California: Deciduous Molars Without Successors. 
. Clifford G. Glaser, Buffalo, New York: Training Functional Habits. 
. E. P. Harvold, Toronto, Canada: Arch Retention in Cleft Palate. 
. Robert B. Hedges, Jenkintown, Pennsylvania: Growth and Early Treatment. 
. L. B. Higley, Chapel Hill, North Carolina: Anchorage. 
. E. H. Hixon, Iowa City, Iowa: Size of Unerupted Cuspids and Bicuspids. 
. Scott T. Holmes, Muskegon, Michigan: Analytical Study of Diagnosis. 
. R. Hotz, Zurich, Switzerland: Class II, Div. 1 Treatment: Mandibular or Alveolar 
Response? 
. John H. Hovell, London, England: Malocclusion and T-M Joint Dysfunction. 
. Andrew Francis Jackson, Philadelphia, Pennsylvania: Basie Principles of Orthodontic 
Treatment. 
. John Mather Jackson, Ardmore, Pennsylvania: Modification of the Labio-Lingual 
Technique. 
34. Charles S. Jonas, Atlantic City, New Jersey: The Lower Lingual Appliance. 
. Earl G. Jones, Columbus, Ohio: Orthodontic Treatment According to Age. 
. Solomon J. Kessler, Newark, New Jersey: Combining the Edgewise and Begg Techniques. 
. Birger Kjellgren, Stockholm, Sweden: Class III Malocclusion Treatment. 
. Gustav Korkhaus, Bonn, Germany: Can the Skeletal Pattern Be Changed? 
. William Kress, Baltimore, Maryland: Begg Light-Wire Technique. 
. S. James Krygier, Wilmington, Delaware: Begg Technique. 
. Hugo Lager, Copenhagen, Denmark: Tissue Reaction Due to Orthodontic Treatment. 
2. Frank F. Lamons, Atlanta, Georgia: The Use of Crozat Removable Appliances. 
. John T. Lindquist, Indianapolis, Indiana: Indirect Appliance Construction. 
. Leo B. Lundergan, St. Louis, Missouri: Habits Affecting Occlusion. 
. Anders Lundstrém, Stockholm, Sweden: Indications and Contraindications for Ortho- 
dontic Treatment. 
. E. C. Lundsford, Miami, Florida: Transfer Patients. 
. Herbert I. Margolis, Boston, Massachusetts: Differential Diagnosis. 
. C. Edward Martinek, Detroit, Michigan: The Extraction Problem. 
. Dallas R. McCauley, Beverly Hills, California: Effects of Physiologic Forces on Ortho- 
dontic Therapy. 
. Hunter Irving Miller, Flint, Michigan: Saving and Investment Programs. 
. Alton W. Moore, Seattle, Washington: Extra-Oral Anchorage. 
. C. F. A. Moorrees, Boston, Massachusetts: Growth Changes of the Dentition. 
. Cecil G. Muller, Omaha, Nebraska: Removable Appliances Fabricated of Stainless Steel. 
. Frank W. Nash, Scranton, Pennsylvania: ‘*Early’’ Treatment—What Form? 
. S. Lehman Nyce, Norristown, Pennsylvania: Loose Bands. 
. William H. Oliver, Nashville, Tennessee: The Occlusal Guide Plane. 
. Kyrle W. Preis, Baltimore, Maryland: Habits Affecting Dental Occlusion. 
. Samuel Pruzansky, Skokie, Illinois: Oblique and Other Cephalometric Projections. 
. Kaare Reitan, Oslo, Norway: Stabilization of Class II Cases. 
. John W. Richmond, Kansas City, Kansas: Transfer Patient Responsibilities. 
. Robert M. Ricketts, Pacific Palisades, California: The Influence of Orthodontics on 
Facial Growth. 
. Richard A. Riedel, Seattle, Washington: Mixed Dentition Treatment. 
. Emil O. Rosenast, Camden, New Jersey: Class I or Pseudo Class III? 
. Willis F. Sage, Plainfield, New Jersey: Maximum Tooth Movement—Minimum Force. 
. Raymond C. Sheridan, South Orange, New Jersey: Parent-Patient Relations. 
. W. B. Stevenson, Amarillo, Texas: Transfers and Good Public Relations. 
. Arnold E. Stoller, Seattle, Washington: Light-Force Therapy. 
. J. Daniel Subtelny, Rochester, New York: Cleft-Palate Orthodontics. 
. Boyd W. Tarpley, Birmingham, Alabama: The Treatment of Class II Malocclusion. 
. Raymond C. Thurow, Madison, Wisconsin: Improving Cephalometric Films. 
. Faustin N. Weber, Memphis, Tennessee: Serial Extraction Procedure. 
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72. Raymond L. Webster, Providence, Rhode Island: Appliance Therapy in Mixed Dentition. 
73. Clifford L. Whitman, Hackensack, New Jersey: Habit Correction. 

74. Wendell L. Wylie, San Francisco, California: Workings of the A.B.O. 

75. Louis E. Yerkes, Allentown, Pennsylvania: Factors in Retention. 


2:15 P.M. REGISTERED ATTENDANCE LECTURE-CLINICS, FIRST SESSION. (Room as- 
signments will be made at the time of the meeting) 


Presiding Chairman: Frank P. Bowyer, Chairman, Registered Attendance 
Clinics. 


1. C. P. Adams, Ireland: Potentialities of Treatment With Removable 
Appliances. 

. Philip E. Adams, United States: Labio-Lingual Applications and 
Variations. 

. C. F. Ballard, England: An Analysis of Morphological Variation 
as a Basis for Treatment Planning. 

. P. Raymond Begg, Australia: The Light Arch-Wire Technique and 
Some Biological Problems. 

. Newton de Castro, Brazil: An Adequate Equalization of Class II 
Malocclusion. 

. George B. Crozat, United States: The Philosophy Underlying the 
Use of Removable Appliances. 

. R. B. Dockrell, Ireland: The Ideal Occlusion of the Teeth as a 
Diagnostic Aid. 

. Samuel Fastlicht, Mexico: Clinical Procedures in the Treatment of 
Impacted Cuspids. 

. Vernon Fisk, Canada: Management of Cases Having Congenitally 
Missing Teeth. 

. E. P. Harvold, Norway (Canada): Planning Orthodontic Cleft 
Palate Therapy. 

. Rudolph Hotz, Switzerland: Early Planned Extractions of Deciduous 
and Permanent Teeth as an Aid in Simplification of Orthodontic 
Treatment. 

. J. H. Hovell, England: Assessment of Soft Tissue Patterning Factors 
in the British Approach to Orthodontics. 

. 8. J. Kloehn, United States: Analysis and Treatment of Class II 
Malocelusion With Cervical Anchorage. 

. B. 8S. Kjellgren, Sweden: Serial Extractions. 

. Gustav Korkhaus, Germany: Active and Passive Removable Ap- 
pliances. 

. Hugo Lager, Denmark: Principles of Removable Appliance Therapy 
Related to Growth and Development. 

. Anders Lundstrém, Sweden: The Effect of Unilateral Hypoplasia 
and Asymmetry in Tooth Size on the Development of the Dental 
Arch. 

. Giorgio Maj, Italy: Cephalometric Approach to Diagnosis and 
Prognosis of Malocclusions. 

. C. E. Martinek, United States: Treatment Management. 

. Kaare Reitan, Norway: Consideration of Tissue Reaction in Treat- 
ment and Retention. 

. Robert Ricketts, United States: The Head X-Ray in Diagnosis and 
Treatment Planning. 

. J. H. Scott, Ireland: The Growth of the Human Face. 

. A. E. Stoller, United States: Philosophy and Application of Light 
Force Therapy. 
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3:45 P.M. REGISTERED ATTENDANCE LECTURE-CLINICS, SECOND SESSION. 
Thursday, April 28 


ScIENTIFIC MEETING (Terrace Room and West Ballroom) 
Honorary Presiding Officers: Robert Y. Norton, President, Australian 
Society of Orthodontics, and Armando Werneck de Carvalho, Vice- 
President, Brazilian Society of Orthodontists. 
Presiding Chairman: Kyrle W. Preis, President, Middle Atlantic Society 
of Orthodontists. 
9 A.M. A FOUNDATION FOR CEPHALOMETRIC COMMUNICATION (Condensed A.B.O. 
Thesis). Robert M. Ricketts (U. 8S. A.). 
9:30 A.M. THE CHALLENGE or CLASS II MALOccLUSION. Newton de Castro (Brazil). 
10:30 A.M. LigHT WIRE TECHNIQUE. P. Raymond Begg (Australia). 
11:30 A.M. FINAL BuSINESS MEETING. Terrace Room. 
ADJOURNMENT. 


George M. Anderson, President 

T. M. Graber, General Chairman 

B. Edwin Erikson, Vice-Chairman 

Paul V. Reid, Program Chairman 

Paul Hoffman, Local Arrangements Chairman 
Stephen C. Hopkins, Sr., International Relations. 


Unusually Fine Entertainment Program for Washington Meeting of A. A. 0. 


Dr. Stephen C. Hopkins, Sr., and his committee have an outstanding treat in store for 
A. A. O. members at the fifty-sixth annual meeting to be held April 24 to 28, 1960, in 
Washington, D. C. No entertainment program ever had a finer setting than the Shoreham 
Hotel. Starting Sunday night, the famous Shoreham Candlelight Buffet will be a gourmet’s 
delight. It is probable that those attending the meeting will have very little inclination 
to eat anywhere other than at the Shoreham for the next four days. The banquet and 
musical fare on Wednesday night, honoring President and Mrs. George M. Anderson, will be 
a fitting climax and will carry out the international flavor of the meeting. 

Not to be outdone, Dr. Carlotta Hawley and her committee have worked out a perfectly 
blended entertainment program for the ladies. Wonderful food, a smart style show, exciting 
sight-seeing tours, and world-famous Washington hospitality are caleulated to make the 
‘*better halves’’ completely happy. 

If you have not done so already, send in your entertainment reservation blanks im- 
mediately to Dr. Paul Deems, 835 Park Ave., Baltimore 1, Maryland, before it is too late. 


Southern Society of Orthodontists 


The Southern Society of Orthodontists will hold its thirty-ninth annual meeting at 
the Grand Hotel in Point Clear, Alabama, June 26 to 30, 1960. 


Second Annual Margolis Lecture and Meeting 


The second annual Margolis Lecture and Meeting, sponsored by the faculty and 
alumni of the Department of Orthodontics of Tufts University School of Dental Medicine, 
will be held June 17, 18, and 19, 1960, at the Lake Tarleton Club in Pike, New Hampshire. 
The theme of the meeting will be clinical orthodontics. 

Participants will be the following: 


Basit G. Brissy, B.D.S., D.M.D., Ph.D., Rochester, New York, Director of the 
Eastman Dental Infirmary and formerly Dean of Tufts University 
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School of Dental Medicine. Dr. Bibby will deliver the second Margolis 
Lecture on Friday, June 17, at 8 P.M. (subject to be announced). 

P. RayMonpD D.D.Se., L.D.S., B.D.Se., Adelaide, Australia, Lecturer in 
Orthodontics, University of Adelaide. Dr. Begg’s presentations will 
include a description of his use of light wire forces in the treatment 
of malocclusion and a demonstration of seventy treated cases. 

T. M. GRABER, D.D,S., M.S.D., Ph.D., Chicago, Illinois, formerly Associate 
Professor, Northwestern University, and Director of Cleft Lip and 
Palate Institute. Dr. Graber will discuss applied clinical cephalo- 
metrics with particular emphasis on preliminary assessment, results of 
clinical achievement, and cephalographic records subsequent to retention. 

PauL D. LEwis, D.M.D., Seattle, Washington, Clinical Associate, Depart- 
ment of Orthodontics, University of Washington, and a founder of 
the Tweed Foundation. Dr. Lewis will discuss the edgewise arch 
mechanism as it is used in the Northwest Pacific area by students at the 
University of Washington, by his colleagues, and in his own practice. 


There also will be a program planned for the ladies. 


All pertinent information will be mailed to members of the American Association of 
Orthodontists. 


Great Lakes Society of Orthodontists 


Hunter I. Miller (left) receives president’s gavel from Richard C. Beatty, retiring presi- 
dent of the Great Lakes Society of Orthodontists, at the Society’s annual meeting which was 
held in Cleveland, Ohio, Nov. 29 to Dec. 2, 1959. 
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Lenox Hill Hospital 


The next meeting of the orthodontic staff of the Lenox Hill Hospital, New York, New 
York, will be held on Thursday, April 14, 1960, at 8:15 P.M. in the Doctor’s Lecture Hall. 
Dr. Nathan Allen Shore will discuss ‘‘Occlusal Equilibration and Temporomandibular Joint 
Dysfunction. ’’ 


Army Dental Corps Celebrates Forty-ninth Anniversary 


The Army Dental Corps celebrated its forty-ninth anniversary on March 3, 1960. 
Although it was established by Congress in 1911, the Army Dental Corps has antecedents 
dating from the Civil War. 

In 1864 the Confederate States of America passed a law for conscription of dentists to 
serve in the Confederate Army. 

Not until 1901, however, were the first contract dental surgeons appointed by the Army 
Surgeon General. These thirty contract dental surgeons wore the uniform and enjoyed the 
privileges of an Army officer but held no rank until they became first lieutenants with the 
establishment of the Corps in 1911. 

Since that year, the Army Dental Corps has progressed in size, facilities, dental labora- 
tory techniques, and educational opportunities. The rank of Major General was provided 
by law in 1946 for the Dental Corps, which is now headed by Major General James M. 
Epperly. 

Today the Army Dental Corps has approximately 1,800 dentists on active duty in about 
300 dental clinics in the United States and overseas. 

During 1959 the newly established Fairbank Medal was awarded for the first time to 
the dental officer with the highest scholastic standing in the Army Medical Service School’s 
advanced officers’ course at Fort Sam Houston, Texas. 

Awarded to encourage young dental officers to participate in field medical service 
training, the medal honors Brigadier General Leigh Cole Fairbanks, USA, Ret., Chief of 
the Army Dental Corps from 1938 to 1942 and the first man to attain the rank of Brigadier 
General in the Army Dental Corps. 

Last year also marked the opening of the Marvin W. Carius Dental Clinic in Seoul, Korea. 
The clinic is dedicated to the memory of Major Marvin W. Carius, an Army dentist killed 
in December, 1950, in an ambush by North Korean guerrillas near Singye, North Korea. 

Throughout the year, many Army dentists carried on continuing research in areas related 
to the improvement of dental health. 

In congratulating the members of the Army Dental Corps on their forty-ninth anni- 
versary, General Lyman L. Lemnitzer, Army Chief of Staff, said: ‘‘. .. in the research it 
has conducted and in the improvements it has made possible, the Army Dental Corps has 
added substantially to the science of dentistry and to the health and welfare of the Nation.’’ 


Orthodontic Directory of the World 


The twentieth edition of the Orthodontic Directory of the World will be published 
shortly. 

A correct, up-to-date directory is of great value to every orthodontist in referring 
patients and in keeping up with old friends in the profession. An information blank must 
be filled out and returned by every orthodontist for possible listing. Qualifications must be 
approved by the Editorial Board. Only complete, permanent addresses should be listed. 

The price of the Directory is $5.25 if a check is returned with the information blank. 
If purchased later, the Directory will cost $6.25. 


William H, Oliver 
1915 Broadway 
Nashville 4, Tennessee. 
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French Society of Dentofacial Orthopedics 


The annual convention of the Société Francaise d’Orthopédie Dento-Faciale will be 
held May 25 to 28, 1960, in the new building of the Faculty of Medicine, 45, rue des 
Saints-Péres, Paris, France. 


A number of papers and table clinics will be presented, as well as a general report on 
‘‘The Temporomandibular Joint and Malocclusion’’ and a discussion on ‘‘Indications for 
Extractions in Orthodontic Therapy.’’ 


American orthodontists are cordially invited to attend this meeting, which will also 
offer, in addition to the scientific program, opportunities for sight-seeing and social activi- 
ties. Inquiries and applications for attendance and for essays may be directed to Dr. G. J. A. 


Gugny, 20, rue de Mogador, Paris 9°, or Dr. B. Beck, 118, rue du Maréchal Joffre, Colombes 
(Seine). 


Notes of Interest 


‘Warren E. Calvin, D.D.S., announces the opening of his office for the practice of 
orthodontics at 115 North Cherry, Muncie, Indiana. 


Edward Desatnik, D.D.S., announces the opening of his office at 7540 Reading Rd., 
Cincinnati, Ohio, practice limited to orthodontics. 


Robert W. Mutchler, D.D.S., M.S.D., announces the opening of his office for the prac- 
tice of orthodontics in the Paramount Professional Bldg., 10111 West 26th Ave., Denver, 
Colorado. 

Howard W. Peterson, D.D.S., announces the opening of his new office building for the 
exclusive practice of orthodontics at 601. Brady Ave., Steubenville, Ohio. 


Marius Louis Poles, D.D.S., announces the removal of his office to 646 Broadway, 
corner of East 29th St., Paterson, New Jersey, practice limited to orthodontics. 


Dr. Fred F. Schudy announces the association of Dr. Clarence R. Heirtzler, Jr., 2615 
Cameron, Houston, Texas, practice limited to orthodontics. 

Irwin Steuer, D.D.S., announces the opening of his office for the exclusive practice of 
orthodontics at 654 Madison Ave., New York, New York. 

Jack Weinberg, D.D.S., takes pleasure in announcing the association of Harry Wein- 
berg, D.D.S., for the exclusive practice of orthodontics in the Kening Bldg., 959 Kenmore 
Ave., Kenmore, New York. 


Louis E. Yerkes, D.D.S., is pleased to announce the association of William M. Baringer, 
D.D.S., for the practice of orthodontics at 825 Linden St., Allentown, Pennsylvania. 


Forthcoming meetings of the American Association of Orthodontists: 
1960—Shoreham Hotel, Washington, D. C., April 24 to 28. 
1961—Denver Hilton Hotel, Denver, Colorado, April 16 to 21. 
1962—Statler Hotel, Los Angeles, California, April 28 to May 3. 
1963—Americana Hotel, Miami Beach, Florida, April 28 to May 2. 
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OFFICERS OF ORTHODONTIC SOCIETIES 


The AMERICAN JOURNAL OF ORTHODONTICS is the official publication of the 
American Association of Orthodontists and its component societies. The Editorial 
Board of the JOURNAL is composed of a representative of each of the component 


societies. 
American Association of Orthodontists 
(Next meeting April 24-28, 1960, Washington) 
President, George M. Anderson - -------- 3700 N. Charles St., Baltimore Md. 
President-Elect, William B. Humphrey . . . .....--- Republic Bldg., Denver, Colo. 
Vice-President, Frank A. Heimlich - - - - - - - - 1824 State St., Santa Barbara, Calif. 
Secretary, Earl E. . = « _ _ 225 South Meramec, Clayton, Mo. 


Central Section of the American Association of Orthodontists 
(Next meeting Sept. 18-20, 1960, St. Louis) 


President, Leo B. Lundergan 8000 Bonhomme Ave., St. Louis, Mo. 
Secretary- "Treasurer, Kenneth E. Holland 1019 Sharp Bldg., Lincoln, Neb. 
Director, Elmer F. Bay - 216 Medical Arts Bldg., Omaha, Neb. 


Great Lakes Society of Orthodentists 
(Next meeting Nov. 27-30, 1960, Cincinnati) 


President, 1. Miller . . . . . .. 1416 Mott Foundation Bldg., Flint, Mich. 
Secretary, Edward A. Cheney - - ~~ ------ 1201 Bank of Lansing Bldg., Lansing, Mich. 
Director, Harlow L. Shehan - - - - - - 601 Jackson City Bank Bldg., Jackson, Mich. 
Middle Atlantic Society of Orthodontists 
President, Kyrle W. Preis - - ~ 700 Cathedral St., Baltimore, Md. 
Secretary- Treasurer, Charles 8. Jonas - Mayfair Apts., Atlantic City, N. J. 
Director, Louis E. Yerkes ~ ~ ~ ~ ~ ~ 825 Linden Ave., Allentown, Pa. 
Northeastern Society of Orthodontists 
President, Wilbur J. Prezzano Medical Centre, White Plains, N. Y. 
Secretary-Treaswrer, David Mossberg 36 Central Park S., New York, N. Y. 
Director, Norman L. Hillyer ~ ~ ~- 230 Hilton Ave., Hempstead, L. I., N. Y. 


Pacific Coast Society of Orthodontists 

(Next meeting Aug. 6-10, 1961, Seattle) 
President, E. Allen Bishop -~ ~ ~ 703 Cobb Bldg., Seattle, Wash. 
Secretary-Treasurer, Warren A. Kite hen -_ - .~ . 2087 Irving St., San Francisco, Calif. 
Director, William S. Smith _ 2530 Bissell Ave., Richmond, Calif. 


Rocky Mountain Society of Orthodontists 
(Next meeting Sept. 25-28, 1960, Santa Fe) 


President, William A. Blueher ~ ~- 801 Encino PIl., Albuquerque, N. M. 
Secretary-Treaswrer, E. H. Mullinax 8790 W. Colfax, Lakewood, Colo. 
Director, Ernest T. Klein ~ ~ ~ ~ ~ 707 Republic Bldg., Denver, Colo. 


Southern Society of Orthodontists 
(Next meeting June 26-30, 1960, Point Clear, Ala.) 


ne 132 Adams St., Montgomery, Ala. 
Secretary-Treaswrer, William H. Oliver - - - 1915 Broadway Nashville, Tenn. 
Director, Boyd W. Tarpley -~ -~ -~ -~ - - ~ 2118 Fourteenth Ave., S., Birmingham, Ala. 


Southwestern Society of Orthodontists 
(Next meeting Sept. 25-28, 1960, Kansas City, Kan.) 


President, John W. Richmond - ~- - - - 493 Brotherhood Bldg., Kansas City, Kan. 
Secretary- ‘Treasurer, Tom M. Matthews _ _ _ — — 8215 Westchester Dr., Dallas, Texas 
Director, Nathan 701 Walnut St., Monroe, La. 


American Board of Orthodontics 
(Next meeting April 18-238, 1960, Washington) 


President, L. Bodine Higley ~ ~ - - University of North Carolina, Chapel Hill, N. C. 
Vice-President, Jacob A. Salzmann 654 Madison Ave., New York, 
Secretary, Wendell L. Wylie - - - - - University of California School of Dentistry, 

The Medical Center, San Francisco, Calif. 
Treasurer, Paul V. Reid ~ ~ -~ -~ -~ ~- ~- 1501 Medical Arts Bldg., Philadelphia, Pa. 
- - 708 Church St., Evanston, 
Director, Frank P. Bowyer - - _ . 608 Medical Arts Bldg., Knoxville, Tenn. 


Director, Alton W. Moore - University of Washington School of Dentistry, Seattle, Wash. 
320 


